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HEADACHE 
American medicine is particularly fortunate in having a book of this type cover- 
ing the subject of headache from every point of view so readily that quick refer- 
ence can be made to any disease which may cause this symptom.—Editorial, 


N. E. Jour. of Med., September, 1931. 
BACKACHE 
The book is well written and exhaustive, and is particularly good as regards 


The general air of up-to-dateness is distinctly re- 
November, 1931. 


description and classification. 
freshing.—Canadian Med. Ass'n. Jour., 


GASTRO-INTESTINAL TRACT 


Gastro-intestinal disturbances represent a large part of the practice of every phy- 
sician. Dr. Morgan had in mind a treatise which would help the general practi- 
tioner in the diagnosis and treatment of diseases of the alimentary tract.—Jour. 
American Med. Ass’n., June 13, 1931. 


FEEDING IN INFANCY AND CHILDHOOD 
This is a ready reference book designed for the general practitioner. Specific diet 
lists are worked out to meet each condition described. In rapid succession, the 
nutritional aspects of the whole field of pediatrics are covered. The book is briet, 
much readily available information is crowded into its pages.—Sou. Med. Jour., 
November, 1930. 


TROPICAL MEDICINE 


In the United States many tropical diseases are endemic and serious. Others 
have a sporadic distribution and may be seen unexpectedly at any time as undu- 
lant fever. Others are of occasional occurrence and their recognition is easily 
missed or delayed because they are not expected. Others may be seen in imported 
cases.—N. Y. State Jour. of Medicine, April 1, 1931. 


POSTURE 


This volume contains 118 illustrations in the text, and is undoubtedly a most 
valuable monograph. Its style is interesting and impressive and it should go far 
to stimulate the interest of the reader in the important subject with which ic 
“an = clearly and in such detail.—Medical World Med. Jour., England, Novem- 
er a. 


ORTHOPEDICS IN CHILDHOOD 


This volume by Dr. Sneed is quite up to the high standard of the other mono- 
graphs. In it are stressed the simplest methods of treatment such as are within 
the scope of the pediatrician and general practitioner. Needs other than surgical 
are not sufficiently emphasized for those physicians most in the confidence ot 
parents who come first into contact with the deformities of children. To such 
methods Dr. Sneed pays particular attention—Jour. Med. & Surg., Dec., 1931. 


BURNS 


Every modern treatment is described in detail. A wealth of interesting informa- 
tion is to be found in this book and it is recommended to every physician and 
surgeon, and particularly those who are frequently called upon to render first aid 
for burns.—Medical Times, November, 1930. 
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This new series of volumes, entitled “Every-Day Practice Series,” issued under 
the editorship of Dr. Harlow Brooks, are bound magnificently in a facsimile ot 
the noted “Summa Magistri’ by Johannis de Santeo Geminiano, simulating hand- 
tooled dark brown leather. They are soft, flexible and are sold for the surpris- 
ingly small sum of $5.00 each. 
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LIABILITY 


THE BEACON LIGHT in the Wyeth organization 
has been to build into every Wyeth product the 
factor of reliability. 


Having deservedly earned a reputation for pioneering more palat- 
able methods of accepted and recognized standard drugs, John 
Wyeth & Brother, Inc. has continued to maintain the ultimate in 
purity and standards by adopting new and improved manufacturing 
processes and the most rigid chemical and biological assays. 


An example of Wyeth's Stenderds is evidenced in the production 
of the well known Wyeth Tinctures, all of which are prepared from 
the pure crude drug by direct percolation. 


And so for seventy years physicians have placed their reliance on 
such Wyeth products as: 


RECTAL, VAGINAL and URETHRAL SUPPOSITORIES 
FLUID EXTRACTS and TINCTURES COMPRESSED TABLETS 
PALATABLE EFFERVESCENT SALTS MEDICINAL ELIXIRS 


JOHN WYETH & BROTHER, INC., PHILADELPHIA & MONTREAL 


New York City Portland, Ore. Chicago, IIl. 
Cincianati, Ohio Saint Paul, Minn. Denver, Colo. 
Kansas City, Mo. Boston, Mass. New Orleans, La, 


Los Angeles, Cal. San Francisco, Cal. Atlanta, Ga. 
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For the benefit of those who use 
Bard-Parker knives, the Bard- 
Parker Company has perfected a 
highly efficient distribution sys- 
tem. The surgeon is assured of a 
dependable source of supply, suf- 
ficient at all times to meet every 
emergency. All dealer stocks of 
Bard-Parker knives and blades 
are of the same high quality and 
uniformly priced. 


Prices: Bard-Parker handles— 
$1.00 each. Blades, 6 of one size 
per package —$1.50 per dozen. 


Barp-Parker Company, INC. 
369 Lexington Avenue, New York, N. Y. 
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Gargle 


A PLEASANT AND 
MOST POWERFUL 
ANTISEPTIC 


N laboratory experiments a one-to-three dilu- 

tion of this highly active bactericide destroys 
bacteria on less than 15 seconds’ contact. Since it 
is difficult to gargle for long periods, such rapid 
action is most important. 

And even though the patient should swallow 
large quantities of it, no harm results. For Hexyl- 
resorcinol Solution S$. T. 37 is absolutely non- 
toxic. 

But this is not all... 


Hexylresorcinol Solution S. T. 37 diluted as a 
gargle or applied topically full strength exerts a 
powerful antiseptic action. 


Your druggist carries Hexylresorcinol Solution 
S. T. 37 in three- and twelve-ounce bottles. 


HEXYLRESORCINOL 
SOLUTION S.T.37 


( Liquor Hexylresorcinolis 1:1000) 


PHARMACEUTICALS PHILADELPHIA 
BIOLOGICALS S arp & Do me BALTIMORE 
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It’s Called the “Physician 5) Microscope” 


ERE are refinements in manipula- 

ting convenience and accuracy 

that secure the new B&L Microscope 

FFSB preference for all regular labora- 
tory work. 

The FFSB is equipped with a mechani- 
cal stage that can be racked clear for 
observation of large specimens. It is, 
therefore, especially adapted to the phy- 
sician’s requirements, blood 
counting, bacteriological work, 
and all general microscopic study. 


Like all B&L Microscopes it is 
mechanically precise, structurally 


726 St. Paul St. 


BAUSCH & LOMB OPTICAL CO., 


BAUSCH LOMB 


sound and so designed as to give solid 
balance. Optional optical equipment 
provides for work in a wide range of 
magnifications. 

Coarse and fine focusing adjustments 
combine with a rack and pinion substage 
and a divisible Abbe condenser to give 
the high accuracy of findings required 


in medical microscopy. 


Only full information can 
do justice to the new FFSB, 
every inch a “physician’s 
microscope’. 

Write for it today. 


Rochester, New York 
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Pulvules Sodium Amytal 


IN SURGERY 


the administration of 
Pulvules Sodium Amytal (Sodi- 
um Iso-Amyl Ethyl Barbiturate) 
tranquillity replaces preoperative 
anxiety and excitement; less anes- 
thetic is required; postoperative 
nausea is absent or diminished. 
Pulvules Sodium Amytal are dis- 
tinctly useful in surgery, in ob- 
stetrics, and in general practice. 
Supplied through the drug 
trade. Write for literature. 


INDIANAPOLIS, U. S. A. 


Determining the 
Hydrogen Jon Concentration of 

Sodium Amytal Solution 
Colorimetrically 
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Petrolagar 


Sample 
. 
to Doctors 


To start the constipated on an 
easier regimen for permanent relief, 
physicians hand them copies of 
HABIT TIME with their Petrolagar 
prescriptions. 

To meet the need of every day prac- 
tice, Petrolagar comes in four types. 
Petrolagar Sample Service for intro- 
ducing patients to Petrolagar Treat- 
ment is available to all physicians free 
on request. 

Petrolagar is a palatable emulsion of 
65% (by volume) pure mineral oil 
emulsified with agar-ager. 


Fill in and mail this coupon today. 


Petrolagar Laboratories, Inc. 
CHICAGO 


Petrolagar Laboratories, Inc., S.M.2 
8134 McCormick Blvd., Chicago. za 


Send me Free Petrolagar Sample Service. (Check in 
Squares) 
DC No. 1 Petrolagar Plain (Blue Label) 
CL No. 2 Petrolagar with Phenolphthalein (Red Label) 
0 No. eee with Milk of Magnesia (Green 
abe 

o. 4 Petrolagar U: tened (Brown Label) 
Include with above copies—New Edition of 
HABIT TIME of Bowel Movement. 


Doctor 
Address 
City 
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Mellin’s Food 


A Maltose and Dextrins Mellin’s Food 


Made from wheat flour, wheat bran, 


e e malted barley and bicarbonate of 
Milk Modifier 
an 
mineral saits. 


AMERICAN 
MEDICAL 
ASSN 


Constipation in Infancy 


The Fact that Mellin’s Food makes the curd of milk soft and flaky 
when used as the modifier is a matter to have in mind when it becomes 
necessary to relieve constipation in the bottle-fed baby; for tough, tena- 
cious masses of casein resulting from the coagulation of ingested milk, 
not properly modified, is a frequent cause of constipation in infancy. 


The Fact that Mellin’s Food is free from starch and relatively low in 
dextrins are other matters for consideration in attempting to overcome 
constipation caused from the use of modifiers containing starch or car- 
bohydrate compounds having a high dextrins content. 


The Fact that Mellin’s Food modifications have a practically unlimited 
range of adjustment is also worthy of attention when constipation is 
caused by fat intolerance, or an excess of all food elements, or a daily 
intake of food far below normal requirements, for all such errors of diet 
are easily corrected by following the system of infant feeding that em- 
ploys Mellin’s Food as the milk modifier. 


It is characteristic of most babies fed on milk 
properly modified with Mellin’s Food 
that they are not troubled with constipation. 


MELLIN’S FOOD COMPANY 


Boston, Mass. 


Please send “Constipation in Infancy” and “Formulas for Infant Feeding.” 


| 
| 
a 
} 
re 
| 
Ps, 
; 
{ 
| 
| 
{ 
D. 
| 


SOUTHERN MEDICAL JOURNAL 


Vol. XXV No. 2 


ARTERIOSCLEROSIS- 
ANGINA PECTORIS 


N cardiovascular disease, such as angina pectoris and 
arteriosclerosis, a spasmodic condition of the arteries 
| is frequently responsible for acute distressanddiscom- 
| fort as well as high blood pressure. ee 
In these cases the administration of Theominal has 
been found to afford marked and often continued re- 
lief. Both of its constituents (Lumina! and theobro- 
mine) cooperate in reducing vascular spasm, increasing 
coronary blood flow and lowering high blood pressure. 


ANGINA PECTORIS 
“Theominal has an excel- 


lent antispasmodic and 
ARTERIOSCLEROSIS 


sedative action in angina 
“Summarizing my obser- 


pectoris and conditions of 
restlessness of arterioscle- 

vations! can state thatthe 
administration of one tab- 


rotic origin. In severe cases 

its use often makes it pos- 
let of Theominal, three 
times daily, is sufficient 


sible to dispense with 
to demonstrate its seda- 


HYPERTENSION 


“In eight of ten cases of 
high blood pressure Theo- 


opiates. It is nontoxic and 
well tclerated during pro- 


longed administration. Its 
efficiency is evidenced by 
abatement or arrest of an- 


tive and hypotensive effect 
within a period of eight 
days. As a rule, after two 


in cardiac patients as well 
as tachycardia.”’ 


minal produced striking 
improvement during the 
period of treatment. The 
effect was transitory in 


tion of blood pressure en- 


ginal attacks.’’ days, subjective improve- le 
ment occurred, with rapid one case and Reseed a 
. the other. In almostall in- 
bsid f restiessn 


sued, varying between 25 
and 70mm.Hg.;onceeven 
up to 110 mm. tran- } 


siently.”” 


‘ DOSE: One tablet two or 


THEOMINAL 


Reg. U. S. Pat. Off. and Canada f SUPPLIED in bottles of 
- 25 and 100 tablets. 


Write for trial bottle and literature 


WINTHROP CHEMICAL’ COMPANY. INC. 


VARICK STREET / NEW YORK. N. ¥ 


Winthrop Quality UM’ has no substitute 
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Recorded Results of 75 Consecutive Cases Fed 
With Similac Over a Period of Six 
Months or Longer. 

The weight curves reported on the chart are 
taken from the hospital records where 75 con- 
secutive cases were fed Similac as a substitute 
for breast milk. 

Duration of Feeding—Six Months or Longer 

Each line represents the weight curve of one 
infant, and the age of the infant at the time the 
chart was made, all cases here recorded still 
being fed Similac. No weight curve has been 
recorded on this chart unless the infant had 
been on the feeding of Similac for at least six 


months. 
Formula Used 
The infants were started on Similac at birth, 
the Similac being prepared in the proportion 
of oné ounce of Similac by weight to 7% ounces 
of water, and were fed an amount of this mix- 
ture daily, each feeding period lasting not 
longer than twenty minutes. The amount of 
Similac offered the infants was in accordance 
with their demand for food, there being no set 
rule as to the quantity which was given. At 
no time were they urged to take all food 
offered. 
Accessory Foods 
In addition to the feeding of Similac, -each 
infant received four c.c. of cod liver oil and at 


least one ounce of orange juice or two ounces 
of tomato juice daily. The amount of orange 
or tomato juice was gradually increased. 
Vegetable pulp and cereals were added to their 
diets, but in all cases Similac constituted the 
only milk feeding that the infants, whose 
weights are represented on this chart, received. 


No Intestinal Disturbances 


One of the most striking features of these 
cases was the lack of intestinal disturbances. 
The hospital histories of these seventy-five cases 
do not record a single instance where the feed- 
ing of Similac had to be discontinued because 
of a gastro-intestinal upset. Neither do they 
record the administration of any cathartic. The 
fact that not one of them had to have its diet 
changed because of an intestinal upset is rather 
remarkable in view of the possibility of cross 
infection which always exists in a hospital. 


Results in Your Practice 


In your private practice Similac will give you 
just as good results. Mail us your prescription 
blank for a supply of Similac to be sent to con- 
vince you that it is possible to duplicate, in 
your private practice, the recorded results as 
shown on this chart. 


M &R DIETETIC LABORATORIES, Inc. 


COLUMBUS, OHIO 
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eads get together... 


ALLONAL 


*Roche’ 


is invariably selected instead of the older and more 
highly toxie hypnoties—barbital and phenobarbital 


Discriminating physicians who weigh the facts have long 
age abandoned the erroneous idea that all barbituric acid 


hypnotics are the same in therapeutic value. Certainly 


there is ample pharmacological and clinical evidence to 


prove definitely the superiority of Allonal over remedies 


of its type. of barbital or phenobarbital origin .... . 


SAFE 


The hypnotic component of NON-NARCOTIC 


Issued in vials of 12and 


ALLONAL has been demonstrated to be 


: 
a 


I. Much quicker in action : than either 


2. Higher in hypnotic efficiency BARBITAL 
3. Less toxic, in ratio to its hyp- or 

notic efficiency PHENOBARBITAL 
4. More rapidly eliminated, there- = 


fore safer 


A complimentary trial supply sent to physicians on request 


HOFFMANN-LA ROCHE. INC. . . . . . NUTLEY, NEW JERSEY 


Vol. XXV No. 2 11 
mp 
4 
4 
4 


SOUTHERN MEDICAL JOURNAL 


Which form of S.M.A. 


should be used... ? 


The Powder and 
Concentrated Liquid 
Forms of S.M.A. have 
the same composition 
when diluted accord- 
ing to directions, and 
give equally good re- 
sults in practice. In- 
fants may be changed 
from one form to the 
other whenever con- 
ditions arise which 
make the other form 


more convenient. 


S. M. A. 


A food for infants—derived 
from tuberculin tested cows’ 
milk, the fat of which is re- 
placed by animal and vegeta- 
ble fats including biologically 
tested cod liver oil; with the 
addition of milk sugar, potas- 
sium chloride and salts; alto- 
gether forming an antirachitic 
food. When diluted accord- 
ing to directions, it is essen- 
tially similar to human milk 
in percentages of protein, fat, 
carbohydrates and ash, in 
chemical constants of the fat 
and in physical properties. 


SAMPLES 
and 


LITERATURE 


Just attach this to your 
prescription blank or let- 
terhead and we'll do the 
rest. 


SM 2-32 


Concentrated 
Liquid Form 


Protein S.M.A. 
(Acidulated) 


Powder Form - + This form lends 
itself to the preparation of a 
small quantity at a time as in 
starting feedings, or in giving sup- 
plementary feedings. It is also 
convenient for preparing individual 
feedings where cooling facilities 
are not available, or for use in 
traveling. 


Concentrated Liquid Form# - This 
is the more simple form to prepare 
as it is already in liquid form. It is as 
simple as mixing two glasses of water. 
One container makes a liquid quart of 
S.M.A. ready to feed and should be 
used in cases where the infant is tak- 
ing that amount of food in from one 
to two days. This form is very con- 
venient in institutions where a large 
number of infants are being fed 
S.M.A, at one time. #*Now available 
on the West Coast. 


Protein S.M.A. (Acidulated) is 
indicated in cases of diarrhea, mal- 
nutrition, marasmus, premature in- 
fants and other infants needing a 
higher protein intake. It is very 
effective alsc during the course of 
mild infections such as pyelitis and 
otitis media. 


S.M.A. CORPORATION @smac CLEVELAND, OHIO 
In Canada: 64 Gerrard Street, East, Toronto, Ontario 
West of Rockies: 437-8-9 Phelan Building, San Francisco, California 
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A new 
SOUIBB 


Glandular 


Product 


NOW AVAILABLE 


This illustrated booklet has been 
prepared to help physicians keep in- 
formed about the progress made in 
the study of the sex hormones. It 
contains a complete description of 
the relation between the sex hor- 
mones and menstruation and de- 
scribes the physiology and clinical 
application of the estrus-inducing 
(follicular) hormone. 


The object of the booklet is to 
stimulate increasing interest in 
Amniotin—a physiologically tested, 
highly stable preparation of the 
estrus-inducing (ovarian follicular) 
hormone. 

Requests for literature should be 
addressed to Professional Service 
Department, E. R. Squibb & Sons, 
745 Fifth Avenue, New York. 
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FOLLUTEIN 


ANTERIOR PITUITARY SEX HORMONES 


Follutein is a physiologically tested solution of the 
anterior pituitary sex hormones prepared from 
urine of pregnant women by a modification of the 
Zondek-Aschheim method. It is used in the. treat- 
ment of infantilism, amenorrhea, menorrhagia, 
sterility and threatened abortion. 


It stimulates the production of graafian follicles, 
induces ovulation, develops corpora lutea and 
secondary sex characteristics. 


It is free from proteins, fats, phospholipins and 
the growth-promoting hormone. 


Follutein is supplied in sterile, aqueous solution 
for subcutaneous injection, in 5 cc. vials contain- 
ing 50 Zondek-Aschheim units per cc. Because it 
is stable for only five or six weeks it will not be 
carried in stock by druggists, nor can it be returned 
for exchange or credit. All sales on this product 
are final and shipment is made with that under- 
standing. Ask your druggist to order it for you. 


NOTE: Because of limited production, samples of 


Follutein cannot be supplied. 


E’R: SQUIBB & SONS, NEW YORK 


MANUFACTURING CHEMISTS TO THE MEDICAL PROFESSION SINCE 1858, 
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For Local and General Anesthesia 


KELENE 


PURE ETHYL CHLORIDE 


The automatic closing glass tubes require no valve. 


10 Gm., 30 Gm. and 60 Gm. Automatic Closing Tubes. 
3 Cc. and 5 Cc. Hermetically Sealed Tubes. 


MERCK & CO. Inc. 
Rahway, N. J. 


Sole distributcrs for the United States and Canada 
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Victor V ario-Frequency Diathermy Appara- 
tus. The most popular instrument ever de- 
signed for all-’round service. 

Victor Micro-Surgical Diathermy Unit. The 
specialist's instrument for electrocoagulation 


Victor Super-Power Diathermy Apparatus. 
The ideal instrument for producing artificial 
fever in the treatment of various conditions. 


You may select your 
diathermy apparatus 


according to the specific range of service 
your practice requires 


eine your intended use of dia- 
thermy is all-inclusive of its many 
approved applications in the field of med- 
icine, or for only a limited group of appli- 
cations indicated in your particular practice 
or specialty, one of these Victor models 
offers you the desired range of service, and 
will prove a reliable investment. 

For over a third of a century this organ- 
ization has studied the exacting require- 
ments of the profession in its use of the 
various physical energies adopted in the 


Join us in the General Electric program 
broadcast every Sunday afternoon over 
nation-wide N. B. C. network. 


GENERAL @ ELECTRIC 
X-RAY CORPORATION 


2012 Jackson Boulevard Chicago, IIL, U.S.A. 


R vi 


General Electric X-Ra 
2012 Jackson Blvd., Chi 


practice of medicine. A Victor Diathermy 
Apparatus, representing the accumulated 
experience of these many years, and ex- 
tensive research and experimentation, is 
a dependable therapeutic instrument of 
the highest order. 

Permit us to send you, without obliga- 
tion, reprints and abstracts of authentic ar- 
ticles from current medical literature, which 
will help you in evaluating diathermy for 
your individual practice, general or spe- 
cialty. The coupon is foryourconvenience. 


icago, Ill. 


Gentlemen: Send me ohne clinical data on diathermy. 


Dr. 
Address 
Nature of my practice is 


Especially interested in treatment of 
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WESTBROOK SANATORIUM 


Richmond 


Telephone—Boulevard 1220 Virginia 


Department for Men: 


J. K. Hall, M.D. 
O. B. Darden, M.D. 


Department for Women: 


P. V. Anderson, M.D. 
J. H. Royster, M.D. 
E. H. Alderman, M.D. 


The institution is situated just beyond the northern border of the City on the Richmond-Washington automo- 
bile highway. 

The scope of the work of the Sanatorium is limited to the diagnosis and the treatment of nervous and mental 
disorders and to the addictions to drugs and to alcohol. It affords also adequate facilities for rest and upbuilding 
under medical and nursing supervision. 

The medical staff devotes its entire attention to the patients in the Sanatorium. 


The institution maintains a school for trained attendants in which instruction in the care of the nervous and 
mentally sick is emphasized. 


There are twelve separate buildings for patients, with 150 beds. Such a large group of buildings makes pos- 
sible the more congenial grouping of patients. Rooms may be had single or en suite, with or without private bath. 
There are a few small cottages for the use of individual patients. 


A comprehensive general physical and nervous examination is made of each patient. A mental examination is 
made when indicated. The examination is typed and a copy of it is available for the referring physician. Complete 
x-ray equipment has been installed. A dental room has been fitted up and a complete dental investigation is a part 
of the general survey. 


A skilled teacher gives practical daily instruction to small groups in the arts and crafts. Helpful and interesting 
occupation in the out-of-doors is made possible for the men patients in the vegetable and flower gardens, on the 
truck farm, in the poultry yards, and in the dairy. 

There are bowling, tennis, croquet, and pool. There is a movie and a dance every week. On Sunday evening 
there is chapel service. 


Detailed information is available for physicians. 


HIGH OAKS SANATORIUM 


Established 1887 1000 Feet Elevation 
LEXINGTON, KENTUCKY 


For the Treatment of Nervous and Mental Diseases, 


and Addictions 


Every approved method of treatment applied as indicated after thorough clinical and 
laboratory examination of patient. Constant expert medical supervision and specially trained 
nurses. Complete hydrotherapeutic equipment. Although a fully equipped institution, the 
sanatorium has a comfortable, home-like atmosphere. 

Brick buildings, rooms with and without private baths. Extensive, beautifully wooded 
grounds in the heart of the blue grass region; a short drive from the famous scenery of the 
Kentucky River. 

Music. Billiards and pool, tennis, croquet and other in and outdoor games. Eighteen 
hole golf course available. Frequent automobile drives 

Member Central Neuropsychiatric Hospital Association, which means “Every hospital in 
this organization must conform to rigid standards which guarantee to the patient, to the family, 
and to the family physician competent scientific treatment and individual consideration.” See 
monthly announcement in the Journal of the A. M. A. 


GEO. P. SPRAGUE, M.D. GEORGE WOODWARD, M.D. 
Medical Superintendent Resident Physician 
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An Invitation to the Doctors of the South 


The Dallas Southern Clinical Society 


Will hold its Fourth Annual Spring Clinical Conference in Dallas 
March 28, 29, 30, 31, April 1, 2, 1932 


20 DISTINGUISHED GUEST SPEAKERS IN:— 


General Assemblies— 
Five 45 minute addresses each morning on topics of general medical interest. 


Round Table Luncheons— 
On five days in groups:—Medicine, Surgery, E.E.N.T., Pediatrics, Urology, and 
Orthopedics. 

Hospital Clinics— 

On four afternoons at six hospitals. 
ELABORATE EVENING ENTERTAINMENTS:— 

Monday—General Public Meeting. 

Tuesday—Symposium on “Biliary Tract Disease” by three distinguished guests. 

Wednesday—Brilliant Clinic Dinner. 

Thursday—Symposium on “Arthritis”. 

Symposium on “‘Conserv-tion of Maternal Health”. 
NINETY-SIX ONE-HOUR PERIODS OF POST-GRADUATE INSTRUCTION:— 

Arranged in coordinated courses to prevent conflicts with hospital clinics. 

POST-CONFERENCE ACTIVITIES:— 
Friday afternoon and Saturday morning. 
clinics by Dallas members. 
ALL-INCLUSIVE REGISTRATION FEE, $10.00 
For detailed information: Consult your Prospectus, or address 


Dr. M. O. Rouse, Secretary, 1424 Medical Arts Building, Dallas, Texas 


Forty practical demonstration clinics. 


Medical Ward-rounds and surgical operative 


GILLILAND 
BIOLOGICAL PRODUCTS 


DIPHTHERIA GROUP 


ANTITOXIN 
(Ultra Concentrated) 
Toxoid Specify Toxin-Antitoxin 
(Anatoxine-Ramon) Gilliland (Horse or Goat Origin) 
SCHICK TEST 
(Diluted) 


Literature and prices on request 


The Gilliland Laboratories, Inc. 


Marietta, Pa. 
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STUART CIRCLE HOSPITAL, Richmond, | 


STAFF 


General Surgery: 
Robert C. Bryan, M.D., F.A.C.S. 
Stuart N. Michaux, M.D., F.A.C.S. Ben H. Gray, M.D., F.A.C.S. 
Charles R. Robins, M.D., F.A.C.S. 


Obstetrics: Medicine: 


Internal 
Greer Baughman, M.D., F.A.C.S. Alex G Brown, Jr., M.D. 


Ophthalmology, Oto-Laryngology: 
Clifton M. Miller, M.D., P.A.C.8, 
R. H. Wright, M.D., F.A.C.S, 
Physiotherapy: 

M.D., F.A.C.S. Mark W. Peyser, M.D. 

With consulting offices for the staff, laboratories, surgical and obstetrical operating rooms, equipment for the treat- 
ment of medical cases and a training school for nurses, the STUART CIRCLE HOSPITAL is a modern standardized 
hospital for private patients. CHARLOTTE PFEIFFER, R. N., Superintendent. 


Manfred Cal, 
Urology: 
F. Geisinger, 


M.D. 


Joseph 


DR. MOODY’S SANITARIUM 


SAN ANTONIO, TEXAS 


For Nervous and Mental Diseases, Drug and Alcohol Addiction 
and Nervous Invalids Needing Rest and Recuperation 


Established 1903. Strictly ethical. Location delightful summer and winter. Ap- 
proved diagnostic and therapeutic methods. Modern clinical laboratory. Seven 
buildings, each with separate lawns, each featuring a small separate sanitarium, 
affording wholesome restfulness and recreation, in doors and out doors, tactful 
nursing and homelike comforts. Bath rooms en suite, 100 rooms, large galleries, 
modern equipment, 15 acres, 350 shade trees, cement walks, playgrounds. 
rounded by beautiful park, Government Post grounds and Country Club. 


Sur- 


T. L. MOODY, M.D. 
Supt. and Res. Physician 


J. A. McINTOSH, 
Res. Physician 
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HILL CREST SANITARIUM 


FOR NERVOUS AND MENTAL DISEASES AND ADDICTIONS 
Established in 1925 
A New Hospital Has Been Erected 
Thoroughly modern in architecture and construction. Eight departments—affording proper classification of patients. 
All are outside rooms, attractively furnished. Several bathrooms and rooms with private bath on each floor. Also 
a spacious sun parlor in each department. Located on the crest of Higdon Hill, 1050 feet above the sea level, over- 
looking the city, and surrounded by an expanse of beautiful woodland. Ample provision made for diversion and 
helpful occupation. Adequate night and day nursing serv.ce maintained. 


JAMES A. BECTON, M.D., Physician-in-Charge 
P. O. Box 96, Woodlawn Station, Birmingham, Alibama Phones 9-1151 and 9-1152 
Consultants: C. M. Rudolph, M.D.; H. S. Ward, M.D. 


ae 


APPALACHIAN HALL—Asheville, N. C. 


An Institution for Rest, Treatment of Nervous and Mental Diseases, Drug Addiction and Alcoholism 


WM. RAY GRIFFIN, M.D. M. A. GRIFFIN, M.D. 
Appalachian Hall wishes to announce that it has recently acquired and is now occupying the famous Kenilworth 


Inn as its new sanatorium. Kenilworth Inn was erected at a cost of more than a million dollars and furnished 


at a cost of three hundred thousand. 

Appalachian Hall is an institution for the treatment of nervous and mental diseases, alcoholism, drug habituation 
and a place for rest and convalescence. Every luxury and convenience, private rooms or rooms en suite. Special 
department for rest cures and convalescents. Physiotherapy, Occupational Therapy, Gymnasium, etc., Volley Ball, 
Tennis, Croquet, Horseback Riding, Golfing. Five beautiful golf courses available to patients. Resident physicians 
on duty at all times. A corps of graduate nurses, especially trained for this work. Training school for nurses. For 


information and rates write: Drs. Griffin and Griffin. 


APPALACHIAN HALL, ASHEVILLE, N. C. 
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The Pottenger Sanatorium and Clinic 
For Diseases of the Chest 
MONROVIA, CALIFORNIA 


For the diagnosis and treatment of all forms of tu. 

berculosis, and other diseases of the chest such as 

asthma, lung abscess and bronchiectasis. 

Located in the foothills of the Sierra Madre Moun. 

tains, 16 miles east of Los Angeles, in a beautiful 

subtropical park. Patients can live in the open air in 

comfort throughout the year. Close personal atten. 

tion given each patient. Full staff in residence. 

Reached via the main line of the Santa Fe, and the 

interurban electric system. 

F. M. Pottenger, M.D., J. E. Pottenger, M.D., 
Medical Director. Director of Laboratory 

For particulars address 

THE POTTENGER SANATORIUM AND CLINIC 

Monrovia, California 
Los Angeles Office: 1930 Wilshire Boulevard 


J 40 — Forty — 40 


Achieving Years 
THE POLICY of The Pope Hospital in using 


modern as well as time-tested and efficient 
modalities in neurology and internal medicine 
cases has been accorded generous approval for 
40 years. 
Our staff of trained and experienced physicians 
and nurses administer all forms of Light, Mechan- 
ical Vibration, Swedish Movements, Massage 
Hydrotherapy, Galvanic, Sinusoidal, Static, Hig 
Frequency, Diathermy and Thermotherapy. 


No Insane, Morphine, Tubercular, Alcoholic or 
Drug Addict Cases Received at this Institution. 


The Pope Hospital 


INCORPORATED 
LOUISVILLE, KENTUCKY 


Curran Pope, M. D., Medical Director 
Write for Free Booklet 


ON 


LABORATORIES OF 


Drs. Bunce, Landham and Klugh 


GEORGE F. KLUGH, M.D., Director Laboratory of Clinical Pathology 
JACKSON W. LANDHAM, M.D., Director Laboratory of Radiology (X-Ray and Radium) 
EVERT A. BANCKER, Jr., M.D., Electrocardiography 
Pathology, Bacteriology, Serology, Metabolism, Chemistry, Electro- 
cardiography, X-Ray and Radium 


139 Forrest Ave., N. E. ATLANTA, GA. 


Approved by the Council on Medical Education and Hospitals of the American Medical Association. 
Long Distance Phone: Walnut 5964 
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CITY VIEW SANITARIUM 


For PMENTAL and NERVOUS DISEASES 
and ADDICTIONS 


ESTABLISHED IN 1907 
AN ENTIRELY NEW PLANT ERECTED IN 1922 


Separate buildings for men and women, ideally arranged and 
equipped with every facility for the comfort, care and treatment 
of the class of patients received. Situated in the midst of a fifty- 
acre tract, and surrounded by large groves and attractive lawns. 
Two resident physicians. Training school for nurses. 

The Medical Profession of Nashville 


References: 


JOHN W. STEVENS, M.D., Physician-in-Charge 
NASHVILLE 


R. F. D. No. 1 TENNESSEE 


On Murfreesboro Pike, one-half mile east of old location 


BRAWNER’S SANITARIUM 


ATLANTA, GEORGIA 
For Mental and Nervous Diseases 


A modern neuropsychiatric hospital with special 
laboratory facilities for the study and _ treatment 
of early cases. Also a department for the treat- 
ment of drug and alcoholic addictions. 


The Sanitarium is located on the Marietta Elec- 


tric Car Line ten miles from the center of At- 
lanta, near Smyrna, Ga. The grounds comprise 80 
acres. The buildings are steam heated, electrically 


lighted, and many rooms have private baths. 
Address communications to Brawner’s Sanita- 

rium, Smyrna, Georgia, or to the city office, 

478 Peachtree Street, Atlanta, Georgia. 

Dr. Jas. N. Brawner, Medical Director. 

Dr. Albert F. Brawner, Resident Physician. 


ARLINGTON HEIGHTS SANITARIUM 
. BOX 978, FORT WORTH, TEXA 
For Nervous Diseases and Selected 
Cases of Mental Diseases. 
(Incorporated under laws of Texas) 
BRUCE ALLISON, M.D. 
Superintendent 
JAS. D. BOZEMAN, M.D. 
Resident Physician 
DRS. D. L. ALLISON 
and JNO. S. TURNER 
Consultants 
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LYNNHURST SANITARIUM 
(Established in 1904) 


FOR NERVOUS DISEASES, MILD MENTAL DISORDERS AND DRUG ADDICTION 
Situated in the suburbs of Memphis—in a natural park of 28 acres—in beautiful woodland and ornamental shrubbery. 
Modern and apvroved methods in construction and equipment. The elegance and comforts of a well-appointed home. 
Rooms, single or en suite with private bath. The Rest Treatment, with Hydrotherapy, Electrotherapy, Massage and 
Physical Culture. Two resident phvsicians. Day and night service by trained nurses. 


S. T. Rucker, M.D., in charge, Memphis, Tenn. 


The Hendricks-Laws 


Sanatorium 
El Paso, Texas The Oxford Retreat 
Chas. M. Hendricks, James W. Laws, OXFORD, OHIO 
Medical Directors 
A modern and thoroughly equipped private FOR 
institution for the treatment of all forms of Nervous 
pene wee located at an ideal point, where at- and 
mospheric conditions approach perfection in : 
the treatment of such disorders. For full in- Mild Mental Cases 
formation, address T. B. Craft, Business Man- R. HARVEY COOK 
ager. Physician in Chief 
Altitude 4,000 feet. Percentage of Humidity .40 Write for Descriptive Circular 


335 Sunny Days. Average Rainfall 9.12 inches 
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Von Ormy Cottage Sanitorium 


W. R. GASTON, Manager F. C. COOL, Assistant Manager R. G. McCORKLE, M.D., Medical Director 


Ideally located near San Antonio, Texas. An institution that offers the proper care of tuberculous patients at mod- 
erate rates. For booklet and other information please address the Manager. 


WALTER R. WALLACE, M.D. HUGH W. PRIDDY, M.D. 


THE WALLACE SANITARIUM 


MEMPHIS, TENN. 
(SUCCEEDING THE WALLACE-SOMERVILLE SANITARIUM) 
For the Treatment of Drug Addictions, Alcoholism, Mental and Nervous Diseases 


Located in the Eastern Suburbs of the City—Sixteen Acres of Beautiful Grounds 
All Equipment for Care of Patients Admitted 
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MCGUIRE 
CLINIC 


ST. LUKES HOSPITAL 


RICHMOND, VA. 


.- . . MEDICAL AND SURGICAL STAFF... 


General Medicine: General Surgery: Orthopedic Surgery: 
James H. Smitn, M. D. Sruart McGuire, M. D. Witttam T. Granam, M. D. 
Hunter H. McGuire, M. D. W. Lownoes Pepre, M. D. D. M. Faurxner, M. D. 
Marcaret No ttine, M. D. CarrINGTON WituiaMs, M. D. J. T. Tucxer, M. D 
JoHN Power, Witttams, M. D. W. P. Barnes, M. D. 
Kintocn Newson, M. D. Roentgenology: Dental Surgery: 
Currroro H. Beacu, M. D. A. L. Gray, M. D. Joun Bert Witttams, D. D. S. 
J. L. Tass, M. D. Guy R. Harrison, D. D. S. 
Pathology and Radiology: Urology: Eye, Ear, Nose and Throat: 
S. W. Bupp, M. D. Austin I, Dopson, M. D. F. H. Lez, M. D. 


RATES: $25.00 PER WEEK AND UP 
AN ETHICAL SANATORIUM WITH A PERSONAL TOUCH 


ALCOHOLIC treatment destroys the craving for alcohol, restores the appetite and sleep, and rebuilds the pa- 
tient’s physical and nervous state. Whiskey withdrawn gradually. Not limited to one pint of whiskey in ten days. 
NERVOUS patients are accepted by us for observation and diagnosis as well as treatment. 

DRUG treatment is one of GRADUAL REDUCTION. 
It relieves the constipation, restores the appetite 
and sleep. Withdrawal pains absent. No Hyo- 
scine or rapid withdrawal methods usgd unless the 
patient desires same. 

All our patients have every comfort that their own home affords. 

FEMALE PATIENTS: Nervous separated from mild mental. Fe- 
male attendants only; absolute privacy; comfortable, well-ap- 
pointed ladies’ lounge. 


Cherokee Road (Long Distance Phone, East 1488) 


THE STOKES SANATORIUM 
LOUISVILLE, KY. 


20 minutes from all railroad stations. 


GRACE LUTHERAN SANATORIUM 


FOR TUBERCULOSIS 


San Antonio, Texas 


MODERN institution in beautiful San 
A Antonio. Climate unexcelled the year 
round for treatment of tuberculosis. Pri- 
vate rooms with bath and _ sleeping porch; 
individual cottages; high-class accommoda- 
tions; Radiographic and Fluoroscopic serv 
ice; complete medical staff; moderate rates. 
For booklet and information address 


REV. PAUL F. HEIN, D.D., Supt. 
P. O. Box 214 
SAN ANTONIO, TEXAS 
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THE TUCKER SANATORIUM, INC. 


212 WEST FRANKLIN STREET (Corner of Madison) RICHMOND, VIRGINIA 


This is the Private Sanatorium for the Neurological Practice of 
Drs. Beverley R. Tucker, Howard R. Masters and James Asa Shield 


The Tucker Sanatorium is for the treatment of nervous and endocrine diseases. There are 
departments of massage, medicinal exercises, hydrotherapy and physiotherapy. The Sanatorium is large 
and bright, surrounded by a lawn and shady walks, large verandas and has a roof garden. It is situ- 
ated in the best part of Richmond and is thoroughly and modernly equipped. The nurses are spe- 
cially trained in the care of nervous cases. 

Insane and acute alcoholic cases are not taken. 


St. Elizabeth’s Hospital Hospital For General Diagnosis 
RICHMOND, VA. and Nervous Diseases 


Staff 


J. Shelton Horsley, M.D., Surgery and Gynecology 6 99 
J. S. Horsley, Jr., M.D., Plastic, Thoracic and 


General 
Guy W. Horsley, M.D., General Surgery . " 
Douglas C. Chapman, M.D., Internal Medicine 1820 E. 10th Street, Indianapolis, Ind. 
Wm. H. Higgins, M.D., Consultant in Internal 


Medicine An institution devoted to the Research, Study and Diag- 
. O. Ashworth, M.D., Consultant in Internal nosis of all problems in Medicine and Surgery, especial- 
Medicine ly of conditions involving the Nervous System. All 
Austin I. Dodson, M.D., Urology newer methods of Diagnosis, particularly the Chemistry 
Fred M. Hodges, M.D., Roentgenology of the blood, spinal fluid, secretions and excretions of 
Thos. W. Wood, D.D.S., Dental Surgery the body, are employed. The importance of the body 


metabolism and its relation to diseased conditions is 


Helen Lorraine, Medical Illustration L 
emphasized. 


Administration The co-operation of physicians is invited. It is the 
N. E. Pate Busi M. policy of the Hospital to return patients to their home 
pas - and family physician for treatment, at the earliest pos- 
sible moment, after diagnosis is made. Only at the re- 
SCHOOL FOR NURSES quest of the patient’s physician will any case be kept 
The Training School is affiliated with Johns in the Hospital beyond the necessary period of obser- 
Hopkins Hospital in Baltimore for a three months’ vation. 
Pai in and Obstetrics. A A complete staff of skilled specialists in co-operation. 
in Hichmond For further particulars regarding rates, etc., write 
Social Work and Public Health which is a depart- 
ment of William and Mary College. All applicants DR. ALBERT E. STERNE or 
b duat f high school have th 
must be graduates of a high school or ve the DR. LARUE D. CARTER 


equivalent education. 


Address “Norways” Hospital for General Diagnosis 
Elizabeth S. Moran, R. N. 
Superintendent 


SAINT ALBANS SANATORIUM 


RADFORD, VA. — 


Medical Staff: 
J. C. KING, M.D. 
JAMES KING, M.D. 


A modern, ethical Institution, fully 
equipped for the diagnosis, care and 
treatment of medical neurological, mild 
mental and addiction cases. Ideal loca- 
tion, 2000 feet above sea level. Rates 
reasonable. Railway facilities excellent. 


Write for full details. 
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The Cincinnati Sanitarium 
Inc. 1873 


For Mental and Nervous Diseases. 


A_sstrictly modern hospital fully 
equipped for the scientific treatment 
of nervous and mental affections. 
Situation retired and accessible. For 
details write for descriptive pamphlet. 


Emerson A. North, M.D., 
Charles Kiely, M.D., 


H. P C.OLLINS, Business Manager Visiting Consultants 
Box No. 4, College Hill D. 
CINCINNATI, OHIO 


“REST COTTAGE’’ Cottage Hill, Cincinnati, Ohio 


For purely ner- 
vous cases, nutri- 
tional errors 
convalescents. 


Completely 
equipped for hy- 
drotherapy, mas- 
sages, etc. 


Cuisine to meet 
individual needs. 


A. North, 
Charles Kiely, 


Visiting 
Consultants. 


D. A. Johnston, 
Medica 


Director. 
H. P. Collins, 


Hill, Cincinnati, 
Ohio. 
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DUKE HOSPITAL 
Durham, N. C. 


WARD PATIENTS. Duke University cannot give charity treat- 
ment to all who apply, therefore patients whose incomes are 
less than $15 per week should apply for examinations or for 
admission to the hospital wards (whether full pay, part pay 
or free), through their family physicians, to the Duke Public 
Dispensary (Tel. Durham F-131) on the days and hours listed 
below. The charge for examinations in the Duke Public Dis- 
pensary is $2, exclusive of X-rays and special tests, and the 
ward rate is $3 per day, if the patient can pay. Welfare de- 
partments and churches should assist in the payment for the 
needy. 


SCHEDULE OF THE DUKE PUBLIC DISPENSARY. 
White patients at 1 p.m.; colored at 3 p.m. Medicine and 
General Surgery: Daily, except Saturdays, Sundays and ho!- 
idays. Obstetrics and Women’s Diseases: Mondays, Tuesdays, 
Wednesdays and Fridays. Children’s Dseases: Mondays, 
Wednesdays and Fridays. Urology: Tuesdays and Fridays. 
Ear, Nose, Throat and Dentistry: Mondays and Thursdays. 
Eye and Syphilology: Thursdays. Asthma, Hay-Fever and 
Skin Diseases: Tuesdays. Orthopedics: Mondays and Wednes- 
days. 


PRIVATE PATIENTS. Patients who can pay the private 
rates of $5 to $8 per day may at any time, through their 
family physicians in consultation with any member of the hos- 
pital staff, reserve private rooms by telephoning to the ad- 
mitting office (Durham F-131). Appointments for private ex- 
aminations and treatment may be made in advance by tele- 
phoning to members of the hospital staff, or to the private 
diagnostic clinic. 

Every effort is being made to cooperate with the medical 
profession, and patients are asked to return to the physicians 
who referred them to the hospital and public dispensary. 
This announcement of the methods of admission is made to 
avoid misunderstanding, delay or unnecessary trips, 


Special Course in 


TROPICAL MEDICINE 


at 


Tulane University of 
Louisiana 


This course begins March 1, 1932, and 
runs for a period of three months. It is in- 
tended for public health officers who are 
graduates of Medicine, physicians who in- 
tend to practice in the tropics, medical mis- 
sionaries, physicians especially interested in 
the diseases of warm climates and in human 
parasitology, and for selected Senior medical 
students from other schools who are granted 
permission by their schools to take this 
course as an elective in place of the elective 
or other work in the last trimester at such 
schools, 


For bulletin or for other information, ad- 
dress the Dean, School of Medicine, Tulane 
University of Louisiana, 1430 Tulane Ave- 
nue, New Orleans, Louisiana. 


WAUKESHA SPRINGS 
SANITARIUM 


For the Care and Treatment of 


NERVOUS DISEASES 


Building Absolutely Fireproof 


BYRON M. CAPLES, M.D., Medical Director 
FLOYD W. APLIN, M.D. 
L. H. PRINCE, M.D. 


Ambler Heights 


Sanitarium 


Conducted for incipient and 


convalescent tuberculous cases. 


ASHEVILLE, N. C. 


Equipment and methods rated (monthly 
average) 99% by the Asheville Board of 
Health for four years. Booklet and in- 
formation upon request. 


Address 


DOCTORS AMBLER & AMBLER 
P. O. Box 1861, Asheville 
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POSTGRADUATE SCHOOL of SURGICAL TECHNIQUE, Inc. 
2512 PRAIRIE AVE., CHICAGO, ILL. (Opposite Mercy Hospital) 
A School of Surgical Technique 

Conducted by Experienced Practicing Surgeons 

COURSES IN GENERAL SURGERY AND SPECIALTIES 
1. Two weeks’ course of intensive instruction and practice in surgical technique, combined with clinical dem- 
onstrations. (For practiong surgeons. 
2. Three months’ course comprising: (a) Review in Ana‘omy and Pathology; (b) Practice and Demonstrations 
in Surgical Technique; (c) Clinical Instruction by faculty members in various hospitals emphasizing Diagnosis, 
Operative Technique and Surgical Pathology. 


SPECIALCOURSES 


Orthopedic Surgery Goiter Surgery Genito-Urinary Surgery 
Gynecology Traumatic Surgery Bronchoscopy 
Thoracic Surgery Radiation Therapy Eye, Ear, Nose and Throat 
All courses continuous throughout the year. Detailed information furnished on request to the Secretary of the 


Faculty. 


CHICAGO INSTITUTE OF SURGERY, Inc. 


2040 Lincoln Ave. J. L. SPIVACK, M.D., Director Chicago, Ill. 
Offers Post-Graduate Work: 


1—Surgical Technique—Two weeks’ course on dogs and cadavers with a review of the necessary Surgical Anatomy. 
The student performs the operation himself under strict supervision of competent instructors. 

2—General Surgery—A three months’ course consisting of: (a) Surgical Anatomy; (b) Surgical Technique cz 
cadavers and dogs; (c) Clinical demonstrations in different hospitals; (d) Actual assistanceship (as lst sur- 
gical assistant) in various hospitals. 


3—Special Courses— 


Gynecology Urology 
Neuro-Surgery Ear, Nose & Throat Orthopedics 
Cystoscopy Bronchoscopy Thoracic Surgery 
Regional and Local Anesthesia Esophagoscozy 


For Descriptive Literature, terms, etc., address the Director 


THE NEW YORK POLYCLINIC 


MEDICAL SCHOOL AND HOSPITAL 


(ORGANIZED 1881) 


(The Pioneer Post-Graduate Medical Institution in America) 


We Announce 
FOR THE GENERAL PRACTITIONER 
A Combined Course Comprising 


INTERNAL MEDICINE SURGERY 

PEDIATRICS NEURO-SURGERY 
GASTRO-ENTEROLOGY UROLOGY 
DERMATOLOGY PROCTOLOGY 
NEUROLOGY GYNECOLOGY (Surgical- 
OBSTETRICS Medical) 

PHYSICAL THERAPY OPHTHALMOLOGY ORTHOPEDIC SURGERY 
PATHCLOGY and OTOLOGY TRAUMATIC SURGERY 


BACTERIOLOGY RHINOLARYNGOLOGY THORACIC SURGERY 


FOR INFORMATION ADDRESS 
MEDICAL EXECUTIVE OFFICER: 345 West 50th Street, NEW YORK CITY 
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Columbia University 


The Tulane University of 


New York Post-Graduate Louisiana 


Medical School 


OFFERS COURSES IN 
ROENTGENOLOGY 


A basic course of eight weeks in the princi- 
ples and practice of Roentgenology is fol- 
lowed by an advanced course of eight weeks 
in plate interpretation, 
therapy. Admission to the advanced course 
is granted to those who have completed the 


basic course. 


Further instruction in Roentgenology may be 
individually arranged for on completion of 
the four months’ work. 


GRADUATE SCHOOL OF 
MEDICINE 


Approved by the Council! on Medical Educa- 


fluoroscopy, and tion of the A.M.A. 


Post-graduate instruction offered in all branches 
of medicine. Courses leading to a higher de- 
gree have also been instituted. 


A bulletin furnishing detailed information may 


Under the direction of Dr. William H. be obtained upon application to the 
Meyer. 
The next basic course begins March 7, 1932; DEAN 


the next advanced course begins May 2, 1932. 


GRADUATE SCHOOL OF 


For further information, address MEDICINE 


The Associate Director, 
306 East 20th Street, New York City 


1430 Tulane Avenue 
New Orleans, Louisiana 


Peunsyluania 


Graduate School 
of Medicine 


The Medirn-Chirurgical 
College 


University 
of 


Courses for Physicians 


Regular graduate medical courses of one, and under certain circumstances of two and three 
years’ duration, leading to appropriate certificates or graduate medival degrees in the following 
separately organized and conducted clinical and medical science departments: Internal Med- 
icine, Pediatrics, Neuropsychiatry, Dermatology-Syphilology, Radiology, Surgery, Gynecology- 
Obstetrics, Orthopedics, Urology, Ophthalmology, Otolaryngology, Proctology, *Biochemistry, 
*Anatomy, *Physiology, *Pathology, *Bacteriology-Immunology, *Pharmacology. : 

In every course the registration quota is limited. All of the stated regular courses begin an- 
nually in mid-October except in the case of departments designated by the asterisks, wherein the 
courses begin whenever vacancy exists in the quota. A ‘‘year’’ is thirty-two or more weeks, ac- 
cording to the department concerned. Certain briefer SPECIAL COURSES (special subdepart- 
mental subjects) are also available as follows: Tuberculosis, Clinica] and Sociologic; Cardiology; 
Parasitology and Tropical Medicine; Clinical Gastroenterology; Allergy; Diabetes Mellitus; 
Electrotherapeutics; Intubation; Basal Metabolism; Clinical Dermatology; Neuroanatomy, 
Neurophysiology and Neuropathology; Neurootology; Clinical Psychiatry; Operative Surgery 
»nd Surgical Anatomy; Gynecology for the General Practitioner; Cystoscopy (Women); Selected 
Office Procedures in Gynecology; Orthopedic Diagnosis; Ophthalmic Operations; Ocular 
Perimetry; Ocular Musculature; Ocular Refraction; Slit Lamp Microacopy; Ophthalmic 
Histology and Patho!ogy; Laryngoscopy, Bronchoscopy and Esophagoscopy; Otologic (Cadaver) 
Fae peace wl Rhinolaryngologic (Cadaver) Operations; Correction of Defects of Speech; Clinical 
3iochemistry. 


Address: Dean, Graduate School of Medicine, University of Pennsylvania, Philadelphia 


UNIVERSITY of MARYLAND, SCHOOL of MEDICINE 
and COLLEGE of PHYSICIANS and SURGEONS 


Requirements for Admission—Two years of college work, including English, Chemistry, Biology, 
Physics and one year in a modern foreign language, in addition to an approved four year high school 


course. 


Facilities for Teaching—Abundant laboratory space and equipment. Two large general hospitals 
absolutely controlled by the faculty and several hospitals devoted to specialties, in which clinical teach- 


ing is done. 


For catalogue apply to J. M. H. Rowland, M.D., Dean, N. E. Cor. Lombard and Greene Streets, 


Baltimore, Md. 
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anew H.W. & D. propucr 
THANTIS LOZENGES 


Antiseptic and Anesthetic 
To the Mucous Membranes of the Throat and Mouth 


These lozenges contain ¥g grain Merodicein and 1 grain Saligenin. The former is a 
powerful bactericidal and bacteriostatic agent and provides sufficient stain to fix the 
germicide in the tissues and obtain the benefit of penetration and prolonged action only 
furnished by the dyes. Its toxicity is so low as to permit the ingestion of large amounts 
with impunity. Saligenin has long been considered the most effective for topical use 
of the phenol anesthetics and when applied to mucous surfaces it produces a definite and 
prompt anesthesia. Its low toxicity allows its free use in the mouth. 


When the lozenges are dissolved in the mouth, the mucous membranes of the posterior 
oral cavity and throat are bathed with a very efficient antiseptic and anesthetic solution. 
They have been proved decidedly beneficial after tonsillectomies and for the relief of a 
variety of irritated and infected throat conditions. 


Write for Literature and Trial Package 


HYNSON, WESTCOTT & DUNNING, Inc. 


BALTIMORE, MARYLAND 


Bismuth Sodium 


Tartrate-SEARLe 


Is supplied in Stabilized Solution, ready to inject, free 
from objectionable taste or odor, sufficiently tissue 
fluid soluble to permit prompt absorption, to prevent 
incapsulation and embolism; high in ionizable bismuth, 
potent in spirocheticidal action and notably free from 
deleterious, toxic reactions. 


Pharmaceutical Manufacturers 
CHICAGO 
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OCULAR ONCHOCERCOSIS* 


By Siva, M.D.7 
Mexico City, Mexico 


The Federal sanitary authorities took cogni- 
zance of the existence in Mexican territory of 
the disease called onchocercosis in 1925, and one 
year after, we had the scientific confirmation of 
the invasion and measures began to be taken 
for the eradication of the disease. 

Originally from Africa, the infestation was 
probably brought to the Western Hemisphere by 
negroes who came to British Honduras, and 
some time afterwards to Guatemala and 
probably to the State of Chiapas, where they 
were the disseminating agents of the disease. It 
is now established in the mountainous region of 
Northern Central America and the Mexican 
states of Chiapas and Oaxaca, which have the 
same geographical and climatic conditions as 
the neighbouring country. 

It is well known that this disease is produced 
by a filaria which in Africa has been classified 
in the genus onchocerca, species volvulus. In 
America, the zoological characteristics of the 
parasite are, with a few unessential differences, 
the same as in Africa and therefore we denomi- 
nate our onchocerca, Volvulus cecutiens, admit- 
ting only, as we have said, a special race of the 
species volvulus. The word cecutiens is taken 
from Brumpt, who utilized it to designate the 
parasite, on account of the ocular lesion which 
it produces. This eminent French parasitologist 
thinks that the Onchocerca Americana has dif- 
ferential characteristics of sufficient importance 
to justify a new species. Female filariae are 25 
cms. long, more or less, and males are 28 mms. 
This filaria is viviparous. The eggs are elliptic 
or ovoid and give rise to microfilariae which are 


*Read in Section on Ophthalmology and Otolaryngology, South- 
ern Medical Association, Twenty-Fifth Annual Meeting, New 
leans, Louisiana, November 18-20, 1931. 


bet let of the Department of Health of the Republic of Mex- 


approximately 300 mu in length and 6 mu 
broad. 


The disease manifests itself chiefly by subcu- 
taneous or subperiostic cysts, frequently located 
on the scalp, the ribs, the ileum, and the popli- 
teal region, and by ocular symptoms as well as 
periodical attacks of acute dermatitis of the face 
with a subsequent greenish discoloration and 
infiltration of an elephantiasic type. 


Inside the cysts, one or several filariae are | 


found; rarely the cysts are found sterile, due to 
death of the nematodes as a consequence of the 
development of collagenous matter around the 
cyst, which interferes with the life of the para- 
site. 


From one to four, or maybe five, adult female 
filariae are found as a rule accompanied by a 
larger number of male parasites. The cysts may 
be numerous. One patient has been found with 
24 of them. Sometimes they are coalescent. As 
a curiosity I may mention a patient from Chi- 
apas which was found to have a mass contain- 
ing 22 cysts. 

Female onchocercae produce thousands of 
microfilariae which migrate from the cysts 
through the soft tissues. In Africa, English re- 
search workers found these microfilariae in skin 
fragments from different parts of the body. 
These observations were confirmed in Guate- 
mala by native and German physicians. In 
Mexico, microfilariae have been found in skin 
biopsies in the face, breast, abdomen, thigh, 
back, buttock and ocular conjunctiva, and in 
one patient having only a few cysts in the 
scalp, these parasites were found in the thigh 
and legs. 

Pathologic studies made by Ochoterena and by 
Arroyo in Mexico have shown that the epithe- 
lium is not apparently injured in most of the 
cases and in few of them there is some atrophy 
of Malpighi’s body and the interpapillary spaces. 

The parasites are found chiefly in the reticu- 
lar layer of the dermis and exceptionally in the 
hypoderm near the subcutaneous fat, where they 
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can be seen singly or in groups of two or three, 
in the midst of a zone with moderate in- 
flammation of a fibrous type with mono- 
nuclears and embryonic undifferentiated cells, 
sometimes forming irregular masses more or 
less rich in cells, sometimes constituting a 
dense, uniform infiltration of the superficial 
part of the dermis under the place occu- 
pied by the paras'ttes. The intensity of the 
reaction is in proportion to the number of mi- 
crofilariae present. In sections of circular skin 
fragments with a diameter of 5 mm., up to 166 
parasites have been found. 


In some cases this inflammatory reaction has 
been revealed in places where no parasites could 
be found. 


The histologic process corresponding to a dif- 
fuse chronic inflammation has been studied only 
in regions of the skin not subject to acute derma- 
titis, as unfortunately our pathologists have not 


_had the occasion to observe patients in this con- 


dition. 

Before 1929, due to Guatemala physicians, 
especially Pacheco Luna, we had a clinical de- 
scription of the eye pathology in onchocercosis. 
In these descriptions and even others from Eu- 
ropean sources dominated the idea that the ocu- 
lar changes were due to toxins produced by the 
parasite from the cysts. 


It was necessary to have a satisfactory ex- 
planation of these lesions in order to undertake 
therapeutic measures to benefit these patients 
otherwise condemned to complete blindness. It 
was said, in defense of the toxic theory, that 
patients with not very advanced lesions recov- 
ered from their ocular troubles in a surprising 
and incredible way after extirpation of the 
cysts. 

The Department of Health of Mexico, three 
years ago, decided that in order to have a basis 
for a campaign against this disease, research 
should be done on medical parasitological and 
entomological i'nes gathering the facts that 
would lead to a better knowledge of this infeta- 
tion. 

The program, of course, included a clinical 
and pathological study of the eye changes, not 
only to arrive at an exact knowledge of symp- 
toms, but also in search of the microfilariae 
that could be supposed to invade the eye in the 
same manner as the skin and the conjunctiva. 

Torroella was in charge of the ophthalmologic 
study. He observed no reaction in the tarsal 
or bulbar conjunctiva; that was found un- 
changed (healthy) in most cases except in the 
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pericorneal region, where minute brown dots 
were found around the cornea in those patients 
with onchocercosic keratitis. 


The transparent cornea is the site of an early 
reaction and is the region preferentially at- 
tacked. This keratitis is typical and could be 
studied by him in different stages of evolution. 

Symptoms are divided into the subjective and 
objective. The onset of the invasion is char- 
acterized by an intermittent, intense, penetrat- 
ing pain, accentuated by changes in intensity of 
the light, which can be compared to that of 
needles piercing the eye. This pain has no 
irradiations and follows cyclic changes corre- 
sponding to the hours of bright day light. 


Photophobia also exists, especially in midday, 
with the corresponding impairment of sight. 
Pain and photophobia are progressive with the 
advance of the disease and the patients have to 
protect their eyes with their hands or with their 
hats, or a blepharospasm is present. This is 
accompanied by the objective symptom, lacri- 
mation. 


At first, direct examination with natural light 
does not show the lesion of the cornea, but in 
the dark room and with focal illumination, or, 
better still, with a lens or the corneal micro- 
scope, a minute dotting can be observed nearly 
always in the center. If situated in the outer 
portions, the central part is free. These dots 
are three to five in number, superficial, trans- 
parent, and of an opalescent color, not elevated 
over Bowman’s membrane, where they are 
formed. Their size varies from 0.5 to 1 mm. 
in diameter. 

The infiltration increases in the surface in 
the form of branches similar to those of a pyra- 
midal nerve cell, with anastomosis, leaving the 
intermediate zones completely transparent. In 
this stage, the ciliary vessels begin to be seen 
ending apparently in the sclero-corneal limb as 
in any parenchymatous keratitis, but these ves- 
sels are so thin as to require dioptric apparatus 
for their observation. 

The same changes described are seen later on, 
but in deeper layers, leaving untouched certain 
zones, until the time comes when the whole cor- 
nea becomes infiltrated and the stellar aspect 
described above disappears. 

When the keratitis follows an irititis, Desce- 
met’s membrane is the initial site of the process. 

The attack upon the iris may occur first, oF 
it may follow the keratitis or may coexist with 
it. In the first case no subjective symptoms 
are present and the disease is discovered only 
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on examination. Its evolution is slow. It is a 
plastic iritis without any deposits in Descemet’s 
membrane. 

Of the three parts in which the iris is divided, 
the first attacked is the pupillar region, which 
loses all its vascular relief, showing an atrophic 
aspect similar to polished pumice stone. At 
the same time posterior synechias develop, 
which if treated early leave pigmented areas on 
the anterior crystalloid, or if untreated bring 
about a seclusion and further on, an occlusion 
of the pup'l. 

The ciliary portion and the zone of the small 
circle are in time attacked, losing all signs of 
folds and reducing the crypts until the whole 
iris has the porous appearance of pumice stone. 


The pupillary reflexes become paretic and the 
time comes when the posterior synechias are 
total. Anterior synechias may also be seen 
which have pigmentary imprints on the posterior 
endothelial membrane of the cornea. 

Notwithstanding the attack on the iris, there 
is no ciliary injection or it is so slight as to pass 
frequently unobserved. 

Torroella did not observe the inferior pupil- 
lary deviation which has been described as char- 
acteristic of onchocercosis. In fact this, like 
any other deviation, would not be extraordinary 
given the existence of a plastic iritis (Pacheco 
Luna, Larumbe and others). 


Secondary changes observed are of glaucoma- 
tous or atrophic character. 

With a plane mirror and reflected light Pa- 
checo Luna observed the media and the eye fun- 
dus, finding only dark spots due to the corneal 
infiltration. 

For pathological study he enucleated two eye- 
balls with lost sight from two onchocercosis pa- 
tients. The samples were hardened by Ocho- 
terena in 10 per cent formalin solution. Equa- 
torial sections were then made and after washing 
and careful, gradual dehydration the fragments 
were embedded in celloidin for serial sections. 

Examination revealed that parts of the iris 
were adherent to the cornea, which was partially 
opaque. The staining methods used were: 
hematoxylin-eosin, Gallego’s method by silver 
impregnation and Unna’s polychromatic blue. 

The corneal epithelium was found somewhat 
irregular, very thin, or hyperplastic, or even de- 
stroyed in parts. There was infiltration of Mal- 
pighi’s body by leucocytosis and Bowman’s 
membrane was found folded in places where 
the epithelium was more or less destroyed and 
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connective tissue buds were formed with a ten- 
dency to invade the epithelium. In certain parts 
this membrane is shown to be altered and even 
destroyed, leaving the basal cells in direct con- 
tact with the connective tissue. The corneal sub- 
stance is the site of visible changes, of which the 
most notable are: vascularization, infiltration 
and separation of Descemet’s membrane. Vascu- 
larization can be found in several places, espe- 
cially in the subepithelial region. The endothe- 
lial lining of the newly formed capillaries may 
be more or less altered and may even obstruct 
them. Ochoterena points to the presence of 
capillary cones forming nets which have a ten- 
dency to follow the lymph canaliculi. 


The infiltration follows closely the process of 
vascularization and is formed by leucocytes of 
different types: granulocytes, monocytes, and 
fragmented or regressive fibroblasts. 


In 1925, I studied a patient from Guatemala, who 
complained of ocular trouble which interfered with the 
clarity of images of the right eye. The patient was 
examined by different ophthalmologists in La Luz Hos- 
pital, but no lesion was discovered. After several ex- 
aminations I could locate in the vitreous humor a fili- 
form body of extraordinary refringence having the ap- 
proximate size of three papillary diameters, with spon- 
taneous movements. This body was golden on a red 
background with ordinary illumination and silver on a 
blue background on anerythral illumination. With 
Gullstrand’s ophthalmoscope I could see the shadow of 
this moving body. On the inverted image nothing 
could be seen and the observation was at first based on 
difference of refraction, as the body was so thin as to 
be comparable to an arteriole of medium diameter, and 
it apparently moved in a zone of fluidification of the 
vitreous. This body, which I believed to be a filaria, 
was repeatedly observed by me until I was certain of its 
existence in the vitreous humor. It was also observed 
by some of my associates. As the sight was 8/10 with 
both eyes, I did not think an operation on the vitreous 
advisable. The patient was very intelligent and told us 
how he saw the projection of this body in varied and 
moving forms. Some time later on, Professor Fuchs 
examined the patient, finding a dusty appearance of 
the vitreous and thought th's appearance was related to 
the presence of a parasite. I have tried to locate the 
patient, who returned to his country, but notwith- 
standing the efforts made by my friend and colleague, 
the Ambassador of Guatemala, I have not been able to 
obtain his address. 


This observation was presented in the Na- 
tional Medical Congress held in Monterrey that 
year, where I reached the following conclusions 
(based on clinical evidence) : 

(1) Onchocercosis may exist without cysts in 
the scalp (the scalp used to be considered as the 
only site of location of the cysts) ; 

(2) The presence of the parasite in the eye 
was the cause of ocular troubles; and 
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(3) Filariae could possibly reach the eye 
through the blood vessels. 


Some time after, Torroella thought he had 
seen, with the aid of the corneal microscope, re- 
fringent bodies which he supposed were micro- 
filariae. On studying the sections of the eye 
fundus, Ochoterena found microfilariae in the 
choroid, a few millimeters outside of the im- 
plantation of the optical nerve. Thus it was 
proven that the eye changes were due to the 
presence of the parasite, discrediting completely 
the toxic theory. We do not mean to say that 
in addition to the direct effects of the parasite 
no other changes due to possible toxic action 
may be present; but only that fundamentally 
the ocular symptoms are due to the presence 
of the parasites, as I had thought. 

The microfilariae are abundant in the pos- 
terior two-thirds of the cornea. Only a few of 
them are found under the epithelium as the in- 
vasion advances. The size of these parasites is 
variable. Some have been discovered to be 600 
microns long. 

The anterior endothelium of the iris was 
swollen and separated in portion from the reticu- 
lar layer which was also edematous and with less 
pigment that is normal. The vascular layer is 
strongly pigmented with signs of ameboidism and 
the muscular fibers are altered, particularly in 
some places. This is also notable in the dilator 
fibers. Bruch’s membrane and the pigmentary 
layer are also infiltrated, edematous and with 
numerous separated elements. Microfilariae are 
found near the pupillary region. 

In the choroid the parasites are, as I have 
said, not infrequent and they are found outside 
the blood vessels, preferably in the lymphatic 
spaces. 

It seems that the typical pathological picture 
is that of perivascular infiltration in Virchow’s 
spaces formed by cyanophyloblasts, many in 
evolution, and leucocytes. The perivascular in- 
filtration was seen also in the optic nerve with 
hyperplasia of the interfascicular connective tis- 
sue and in some places loss of the myelin sheath. 

Some time afterwards, Torroella could confirm 
his finding in vivo with Koeppe’s microscope on 
seeing microfilariae creeping on the corneal sur- 
face. The parasites can be discovered in the an- 
terior chamber or in the iris as worm-like organ- 
isms with active movements and changing forms 
of 8, 6 spirals. 

The existence of parasites in the vitreous hu- 
mor has not been confirmed by Torroella. 
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Taking these facts into consideration, it is 
clear that the extirpation of the cysts will not 
have the wonderful results that have been de- 
scribed, as the microfilariae will continue to live 
inside the structures of the eye. We have seen 
them living one year after such an operation. 
It is only natural that after suppressing the 
filariae no new microfilariae will continue to in- 
vade the tissues, and in this way we can expect 
certain good effects some time after the excision 
of the cysts. In our practice we have been able 
to see points of keratitis disappear some months 
after the operation. 


Miguel Zuniga, of the Onchocercosis Commis- 
sion, had reported in January, 1930, the para- 
siticidal properties of plasmochin 1/1000 solu- 
tion which in vitro kills the microfilariae in a 
few seconds. Torroella thought of the advisa- 
bility of applying this substance in the treatment 
of ocular infestations. He injected the solution 
under the conjunctiva without results. Before 
this, the solution had been employed in subcu- 
taneous and intramuscular injections without 
any effect on the microfilariae of the skin. 

Torroella continued his studies, nevertheless, 
and after having perfected his technic of observa- 
tion of living microfilariae, in the anterior cham- 
ber, he thought that if the aqueous humor passes 
the cornea through the posterior membrane, it 
would be possible to influence the parasites in 
the cornea and the iris by substituting for 
aqueous humor plasmochin solution. He experi- 
mented in rabbits and, having obtained no ill re- 
sults, he proceeded to experiment in blind men 
in cases of optic nerve atrophy. After proving 
that plasmochin solution could be injected with- 
out any visible reaction, he tried it on onchocer- 
cosis patients, observing with the corneal micro- 
scope the death of the parasites. 


With these experiments we have now at our 
disposal the means of combating the parasite 
in the eye, saving the patient at least from the 
fate of losing his sight. 

The peculiar localization of the parasites in 
the eye, that is, as I have said, in the cornea, 
anterior chamber, and iris and in the eye fundus, 
near the optic nerve insertion, suggested the 
possibility of a positive phototaxis as a mecha- 
nism. 

A series of experiments was done to verify 
this possibility. Microfilariae obtained from 4 
cyst were suspended in Ringer’s solution and 
placed on a chamber of 1 cm. square. Light was 
received on the preparation, so that a ray of 1 
mm. diameter was focused on a place where no 
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paras'tes were found, and it was observed 
through the micro:cope that the parasites moved 
to the illuminated part, abandoning the dark 
areas (Ochoterena). Torroella also observed 
that on focusing the light of the corneal mi- 
croscope after a few moments the parasites were 
seen to travel to the illuminated area. 


It is possible that this positive phototactism 
will also explain the obzerved tendency of the 
parasites to occupy the superficial layers of the 
dermis. 

In order to explain the presence of the m‘cro- 
filariae within the eye, it is logical to think as 
a working hypothesis that the parasites arrive 
from the skin to the conjunctiva and then pro- 
ceed to the anterior chamber. 


In relation wth this, we must remember that 
in thousards of histological sect’ons of the eye 
and particularly of the conjunctiva, there have 
never been found paresites within the blood ves- 
sels and also that, with the exception of one 
case discussed by Fullerborn in which he claims 
to have discovered one paras te in the blood ob- 
taired by venipuncture, all other observers (Zo- 
zaya, Zuniga, Perrin, Martinez Baez, and others) 
have failed to find them in the blood, but have, 
neverthele:s, obtained blood at different hours 
of the day and night. Recently, Ochoterena 
found one microfilaria placed across the endo- 
thelial lin’‘ng of a capillary vessel. 


Before fin’shing this report of the work by 
the Commission of Onchocercos’s of our De- 
partment of Health, I will say a few words on 
the problem of transmission of this disease. 


Following the lines adopted by Blacklock in 
Sierra Leoze, Africa, our entomologists were de- 
tached to Oaxaca to investigate if the Simulia 
of the region were responsible for the transmis- 
sion. Hoffman was able to prove that Ewsi- 
mulium ochraeceum, Simulium metallicum and 
Simulium mooseri are the transmittors in that re- 
gion. 

Dampf confirmed Hoffman’s observation and 
now prepares in the Entomological Laboratory 
a detailed monograph on the Simulia of Chiapas 
and Oaxaca and the role played by them in the 
transmission. These facts have been confirmed 
by the University of the Harvard expedition in 
Guatemala. 

On the basis of biology of these insects it 
has been possible for us to initiate our prophy- 
lactic campaign on scientific facts. 


This year our medical officers have extirpated 
cysts from more than 3,500 persons in Chiapas 
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and 500 in Oaxaca. Unfortunately, one year and 
a half after operating upon a patient in Mexico 


City, where no transmissible agents are found, 


we have seen new cysts appear and the micro- 
filariae still abundant in the subcutaneous tis- 
sues. It is probabie that the parasites will not 
disappear from the host in several years. It is 
to be hoped that new studies will give us some 
more satisfactory treatment for this disease. 


CANCER OF THE LARGE BOWEL* 


By J. SHetton Hors ey, M.D., 
Richmond, Va. 


The large bowel is that section of the intesti- 
nal tract which begins with the cecum and ends 
at the anus. Anatomically there is a sudden 
change in both gross and histologic features be- 
tween the termination of the small bowel and 
the beginning of the large bowel. The difference 
in the gross appearance is even more striking 
than in the h’stologic structure. The functions, 
too, are decidedly different. The function of 
digestion and absorption of proteins, carbohy- 
drates and fats, which is typical of the small in- 
testine, particularly of the jejunum, is practi- 
cally absent in the large bowel. The chief 
function of the left half of the large bowel is to 
act as a reservoir, similar in a way to the uri- 
nary bladder. In the right half of the colon, 
however, there is marked absorption of water 
and of salt. These functions of absorption and 
of storage are not sharply demarcated, but blend 
into one another and to some extent the tissues 
of the large bowel may adapt themselves to a 
modification of their normal function. 

Nothing of any marked nutritive value is 
absorbed by the large bowel. It has been dem- 
onstrated by McNealy and Willems,’ of Chi- 
cago, that glucose is not absorbed by the colon, 
and that glucose in enemas is taken up only 
when the ileocecal valve is incompetent and the 
fluid overflows into the small intestine. On the 
other hand, water and salt solution are absorbed 
very rapidly from the colon, more rapidly than 
from the small bowel. The large bowel being 
also a reservoir acts as an incubator and its 
contents normally team with bacteria poten- 


*Read in Section on Surgery, Southern Medical Association, 
Twenty-Fifth Annual Meeting, New Orleans, Louisiana, Novem- 
ber 18-20, 1931. 

*From the Surgical Department of St. Elizabeth’s Hospital, 
Richmond, Virginia. 
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tially infectious. A perforation in the large 
bowel that admits fecal matter to the peritoneal 
cavity is extremely serious, and is often followed 
by a fatal peritonitis. 


In an excellent paper by Sanders,? of Mem- 
phis, the diagnosis and the symptoms of cancer 
of the colon with especial reference to the early 
symptoms are described. After an individual 
enters the “tropic of cancer” age, any unusual 
irregularity in bowel habits should receive at- 
tention. Often one of the first symptoms of 
colonic or rectal cancer is the passage of mucus 
and blood, but this may come from colitis and 
escape attention. There is no pain at first, but 
the irregular appearance of blood without pain 
is always significant. The frequent transition 
of benign tumors or polyps of the large bowel 
into cancer is well known and deserves careful 
attention. 


If the cancer is in the right half of the colon 
it is usually large and ulcerating. Anemia oc- 
curs frequently from cancer of the right colon, 
and it was formerly thought that there was some 
particular hemolytic process generated by the 
neoplasm in this region. The anemia is proba- 
bly due, however, to the frequent oozing of 
blood and to the ready absorption from the right 
colon of the septic and necrotic products of its 
cancer. Any unusual secondary anemia should 
always suggest the possibility of malignancy in 
the colon or of a benign lesion in the stomach 
or duodenum. 


In the left side of the colon the growth may 
be fungating, but it is frequently of the con- 
stricting type and the first symptoms may be 
due to obstruction. The appearance of a tumor 
of the colon is usually late, but in persons with 
thin abdominal walls it is often palpable before 
the advanced stages. Pain occurs after the 
growth has advanced and produced local peri- 
tonitis or obstruction. A barium enema with an 
x-ray study is important in making a d/agnosis 
of malignancy of the large bowel except in the 
rectum and in the lower sigmoid. In these lat- 
ter regions, actual inspection by proctoscopic ex- 
amination and digital palpation are the best 
diagnostic methods. In rectal cancer the diag- 
nosis can usually be made by a careful digital 
examination. 


The most satisfactory treatment for cancer 
of the large bowel is excision. Sometimes radio- 
logic treatment is an important adjunct, but is 
rarely justified as the sole remedy. 


Surgery of the colon may be divided into three 
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periods. In the first period, the large bowel 
and the small bowel were not differentiated and 
the same technic of resection and suturing was 
supposed to be applicable to both of these vis- 
cera. In the second period, the high virulence 
of the bacterial flora of the colon was recognized 
and there were numerous efforts to make the 
suturing in a so-called aseptic manner without 
opening the lumen of the colon. One of the 
best known of these operations is the Kerr, or 
basting stitch, technic. Professor W. S. Hal- 
sted experimented with various methods of su- 
turing the colon, such as the “bulk-head”’ sutur- 
ing and others, which could be done without 
opening the bowel. 

The third period is based upon an apprecia- 
tion of the difference in the function, structure 
and contents of the large and the small bowel, 
and upon the possibility of altering the normal 
function of the large bowel in such a way as to 
reduce and attenuate its bacteria and to give 
the tissues rest. In other words, an effort is 
made to approximate bacteriologically the con- 
ditions in the upper small intestine. When this 
is done the large bowel can be sutured openly as 
safely as the jejunum. 

It is well known that rest and drainage of a 
hollow viscus seem to lessen its bacterial con- 
tents and to increase its resistance. This has 
long been recognized, for instance, in acute af- 
fections of the gall-bladder and of the urinary 
bladder. It is this general principle that is now 
being applied to certain lesions of the large 
bowel. Instead, then, of attempting fanciful 
methods of suturing the colon without contami- 
nation by its contents at the time of operation, 
the suturing is done only after drainage and 
rest have made an open technic safe. 


Even if the so-called aseptic technic could 
theoretically be accomplished without any con- 
tamination, the turning on of the contents of 
the bowel immediately after operation would 
bathe the raw surface of the inner portion of 
the bowel with virulent bacteria. In the Kerr 
technic of intestinal suturing a large diaphragm 
is turned in which may produce obstruction; 
the slightest contamination by the virulent bac- 
teria, as from a basting stitch penetrating too 
deeply, may result in severe infection; and the 
lack of approximation of the mucosa of the 
broad inturned diaphragm makes pockets In 
which feces accumulate. A diaphragm which in 
the powerfully muscled intestine of a dog will be 
overcome can cause a fatal obstruction in the 
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at the proposed site of resection is 
normal. If, however, the mesen- 
tery is cut at its junction with the 
bowel, it may be found that there 
is no circulation, or that it is very 
feeble, at this point. This division 
of the mesentery at its junction with 
the bowel should be continued un- 
til a spurting vessel is encoun- 
tered. Here the mesentery is li- 
gated and the resection can be 
made with assurance of a compe- 
tent circulation. 

After the colon has been rested 
by a colostomy, and a satisfactory 


Fig. 1 


blood supply demonstrated by cut- 
ting along the mesenteric border of 


The ascending colon just above the cecum has been brought up on the wound the bowel until free bleeding oc- 
and a glass rod placed under it. If there is much distention a catheter can 
be inserted on the oral side of the glass rod represented by the dotted line. CUIS, the end-to-end method of 


Later an incision is made along the dotted line. This completely diverts the . a a 
fecal current while the distal part of the bowel may be irrigated through this union will be found satisfactory ex 


opening with a catheter. 


weaker intestine of man, as I know by experi- 
ence. 

If there is to be a resect‘on in the transverse 
or the left colon, a colostomy should first be 
done on the right side. A muscle-splitting Mc- 
Burney type of incision is made, bringing up 
the cecum and ascending colon well into the 
wound, d'viding the external layer of the mesen- 
tery if necessary, and placing a glass rod under 
the colon (Fig. 1). If there is marked ob- 
struction, a rubber catheter is introduced into 
the bowel at once, and after two or three days 
a longitudinal incision is made in the colon on 
the oral side of the glass rod. This is the old 
method of doing an enterostomy, especially as 
practised on the sigmoid for cancer of the rec- 
tum, and is a useful procedure. In this way 
the colon is given complete rest, not merely the 
partial rest that would occur from the intro- 
duction of a catheter and returning the bowel 
into the peritoneal cavity. After ten days a re- 
section can be done with comparative safety. 

A frequent cause of trouble after a resection 
of the colon is its poor blood supply. This is a 
well known anatomical fact and is doubtless 
often responsible for leakage along the suture 
line. As the colon has a much smaller blood 
supply than the small bowel, it is important to 
preserve what it has in order to promote heal- 
ing. After the mesentery cf the loop of bowel 
to be resected has been clamped, divided and 
tied it is usually assumed that the circulation 


cept in large adherent tumors or 

when fat is excessive. The bowel 
should be divided from the mesenteric bor- 
der outward somewhat obliquely. The sutur- 
ing is begun abcut one-half inch from the 
mesenteric border and consists of linen or 
silk applied from the mucosa through the 
whole wall as an overhand continuous stitch 
drawn firmly. It ‘is carried across the mes- 
enteric border (Fig. 2). When as much of 
the bowel has been sutured in this way as 
possible, the principle of the overhand stitch is 
maintained by drawing the stitch snugly as it 
emerges from the mucous membrane on the left 
(Fig. 3). By doing this practically the whole 
line of sutures can be applied as though it were 
placed from with'n. This type of stitch is quite 
different from the so-called continuous mattress 
suture. The chief objection to the continuous 
mattress stitch when applied here is that it does 
not produce a completely hemostatic effect, for 
there may be bleeding from the portion of the 
bowel opposite to that which is included in the 
loop of the stitch. In the continuous overhand 
stitch, however, pressure is made equally over 
the entire margin of the sutured bowel. 


Largely on account of the irregularity in the 
coats of the colon and the presence of fatty 
tags and solid fecal matter, as well as because 
of the somewhat slow healing, it seems best to 
make the union first by a firm line of sutures 
of non-absorbable material, and then to rein- 
force this by another line farther out. 

While the Murphy button has gone out of 
fashion, and there are many obvious objections 


: 
; 


Fig. 2 
The ends of the bowel are being approximated according 


to the directions in the text! Note the manner in 
which the suture in the anterior wall is being placed. 


to its use, such as the danger of perforation, ob- 
struction, or anchoring in the pelvis the loop 
containing the button, it has taught us much 
about the healing of intestinal wounds and the 
after-effects of resection. Experimentally, a 
Murphy button that has been successfully ap- 
plied after resection of the bowel leaves a nar- 
row, satisfactory scar. This is doubtless due to 
the fact that continuous pressure is exerted along 
the circumference of the ends of the bowel ap- 
posed by the rims of the button in such a way 
as to produce a gradual necros’s along this nar- 
row strip. This induces healing first by ag- 
glutination of the peritoneal surface:, and later 
by reconstruction of the other coats of the 
bowel, the last to be reconstructed, as shown by 
Halsted and Mall and by others, is the submu- 
cosa. 

Suturing from within approximates the con- 
ditions produced by a Murphy button. This 
line of linen or silk continuous sutures tightly 
applied from within to the whole circumference 
gives a narrow margin with firm approximation 
throughout the bowel. At the same time, it 
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unites the mucous membrane along with the 
other layers of the bowel wall and _ prevents 
swelling or any unusual diaphragm formation 
that might cause obstruction. As had been 
shown by the work of Halsted and Mall and 
of others, the edge of the inverted diaphragm 
after intestinal resection becomes necrotic 
whether the sutures are tight or not, so that the 
application of sutures as described merely re. 
produces the process of necros’s that occurs in 
some degree after any resection. 


After this row of internal sutures, a second 
row consisting of interrupted mattress sutures, 
preferably of fine tanned catgut, is placed in 
the peritoneal and muscular coats burying the 
inner sutures. They are tied gently (Fig. 4), 
The ends of these sutures are left long and 
after all are placed the ends are threaded in a 
needle and passed through the adjacent fat, 
either tags of mesenteric fat or omentum. This 
makes the union quite secure. 


About ten days after the resection the en- 
terostomy is closed. After withdrawing the glass 
rod, the everted mucosa is turned into the lumen 
of the bowel by manipulating it, using petro- 
latum if necessary, and is held within the bowel 


X 


Fig. 3 
This represents a later stage of the preceding figure. The 
stitch is drawn snugly at a line parallel with the wound, 
while pressure is made with the finger at a point in- 
dicated on the bowel by the arrow. This tends to 
invert the mucosa, approximate all walls of the bowel 
snugly, and produce the same effect of the overhand 
stitch as if the bowel were being sutured from within. 
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Fig. 4 
The first row of sutures has been completed and tied to 
the original end. A second row of sutures of 00 tanned 
catgut, applied as an interrupted mattress suture, is 
then placed. The ends are left long and later threaded 
in a needle and passed through adjacent peritoneal cov- 
ered fat. 


by a few stitches of fine tanned catgut. After 
a continuous suture, another row of interrupted 
sutures of the same material is placed with the 
ends left long (Fig. 5). These sutures are 
sometimes under considerable tension, and might 
appear to be unsafe. The peritoneal cavity is 
then opened, the adhesions to the affected loop 
are separated and the bowel is dropped into 
the peritoneal cavity. The long ends of the su- 
tures are threaded in a needle and _ passed 
through the parietal peritoneum and the trans- 
versalia and internal oblique muscles just above 
or to the inner side of the wound and are 
snugly tied. The wound is then closed loosely 
in layers with catgut, drainage being placed 
down to the peritoneum. The erds of the mat- 
tress sutures approximate the sutured wound 
of the bowel to the parietal peritoneum. If 
there is fecal leakage it does not occur for at 
least several days, and in the meantime the 
general peritoneal cavity has been thoroughly 
protected by the adhesions of the parietal peri- 
toneum. There is almost always some suppura- 
tion, but usually no fecal matter appears. In 
ten days after the resection has been done the 
union at the site of resection has probably be- 
come firm and the bowel can resume its normal 
function. 


This gives, then, a three-stage operation: first 
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an enterostomy with rest and drainage of the 
bowel for ten days or longer; then the resection 
followed by an end-to-end union, or a modified 
Mickulicz resection; and ten days later when 
the union seems to be firm the enterostomy is 
closed. 

In fat patients, or when the tumor is large or 
adherent, an end-to-end union may be unsatis- 
factory even after the preliminary colostomy. 
In this type of patient a modified Mickulicz 
operation is used. The bowel is mobilized, the 
mesentery is severed and tied as though resec- 
tion and end-to-end union were to be done im- 
mediately, and the affected loop is brought onto 
the abdominal wound. Two rows of sutures ap- 
pose the bowel where the spur is to be, taking 
care to bring together portions of the intestinal 
walls that contain no large vessels. Drainage 
of gauze and tubes is placed into the peritoneal 
cavity, reaching to the stump of the severed 
mesentery. The loop of bowel is doubly 
clamped and divided with the electric cautery. 
The clamps are left on the stumps for at least 
four or five days; the drains are removed in 
two or three days. The spur is divided by ap- 
plying a soft-bladed clamp, such as is used for 
occluding the bowel during intestinal suturing. 


Fig. 5 
This represents the second stage in closure of the enteros- 
tomy. The mucous membrane has been buried and the 
wound sutured over with a continuous stitch. A row of 


interrupted mattress sutures of 00 tanned catgut is be- 
ing placed. 
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Fig. 6 


Drawing of annular carcinoma removed from the sigmoid of Mrs. A. M. B., aged 84 years. The union was made by the 


By clamping this gently, so that only the tips at 
first become engaged, and then after twenty- 
four hours tightening it, the bowel will not slip 
from its grasp. The ends may be closed usu- 
ally under local anesthesia. 


The following cases illustrate these two types 
of union after resection of the colon: 


Case 1.—Mrs. A. M. B., age 84 years, had an annular 
carcinoma of the sigmoid. A complete enterostomy 
with a glass rod was done on the right side, and a re- 
section with end-to-end suturing nine days later. There 
were a few involved lymph nodes in the mesentery at- 
tached to the resected portion of the bowel. Nine 
days after the resection the enterostomy was closed. 
The patient had a rather marked bronchitis, which 
for a while after the last operation seemed ominous, 
but she recovered from this in a few days and then 
made a satisfactory operative convalescence. An in- 
teresting feature about this case is the development of 
squamous cell cancer of the cervix uteri soon after the 
resection of the adenocarcinoma of the sigmoid. Radium 
has been applied to the cervical cancer. At present the 
patient’s general condition, considering her age, is fairly 
good (Figs. 6 and 7). 


Case 2—Mrs. L. H., age 73 years, was quite fat ana 
in rather poor physical condition. The left half of the 
transverse colon had a large necrotic carcinomatous ul- 
cer with some adhesions and enlarged lymph nodes. 
The Mickulicz type of operation as described above 
was done, and the patient made a satisfactory operative 
recovery (Figs. 8 and 9). 

After resection of the cecum the small bowel) 
is united to the large bowel by an end-to-end, 
and end-to-side, or a lateral anastomosis, de- 
pending upon the local conditions, especially 
upon the amount of fat. Here the feces is 
liquid, the contour of the small bowel is more 
regular than that of the colon, the blood supply 
is better and the bacteria in the ileum, while 
more abundant than in the upper small bowel, 
are not so numerous as in the colon. Conse- 


end-to-end method and the patient made a satisfactory operative recovery. 


quently, a preliminary enterostomy is not usu- 
ally indicated. 


In cancer of the rectum it would seem that 
except in unusual cases a radical combined 
abdomino-perineal operation in one stage is the 
best procedure. With spinal anesthesia and the 
continuous intravenous administration of dex- 
trose in Ringer’s solution, an operation can be 
performed in one stage that was formerly di- 
vided into two or more stages. The intravenous 
injection of dextrose and Ringer’s solution 
should be started, preferably through an intra- 


Fig. 7 
Photomicrograph of the adenocarcinoma shown in Fig. 6. 
Note the fairly well differentiated cells, making it about 
grade 2 (X 1 
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venous cannula,* when the spinal anesthesia is 
given. The peritoneum around the lower sig- 
moid is incised, the inferior mesenteric vessels 
are divided and tied, and the rectum is mobilized 
by dissecting it first from the sacrum, then lat- 
erally and anteriorly. The lower sigmoid is di- 
vided with a cautery between two clamps, the 
clamp on the upper end being inserted through 


a short incision to the left of the main incision, 
and the stump drawn through for the artificial 
anus. The lower end is sutured, dropped into 
the pelvis, and the peritoneum is sewed over it. 
The anus is then closed with a stout suture and 
the operation is completed from below. If the 
patient seems to be shocked, the rate of flow 
of the intravenous injection is increased. The 


Fig. 8 


Specimen removed from the left transverse colon of Mrs. L. H., aged 73 years. Note the large necrotic cavity which is 
rather sharply marked. Much of the omentum was also removed. On account of the large amount of fat, the adhe- 
sions, and the size of the necrotic cavity, the Mickulicz type of operation was done. 
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Fig. 9 
Photomicrograph from margin of the growth shown in Fig. 
The growth is much more cellular and apparently 
more malignant than that shown in Fig. 7. It would 
probably be graded as grade 3. There are many mitotic 
figures (X 160). 


patient should have been matched up for a 
transfusion, however, and at the end of the op- 
eration if the shock is marked, transfusion of 
blood is given through the intravenous cannula 
for the dextrose in Ringer’s solution. The ad- 
ministration of this solution can be immediately 
resumed after the transfusion. In this way the 
dangers of infection and of transplanting or 
spreading the cancer cells while waiting for the 
second stage of the operation are avoided. 


REFERENCES 


1. McNealy, R. W.; and Willems, J. D.: The Absorption o1 
Glucose from the Colon. Surg., Gyn. & Obst., 49:794, 1929. 
McNealy, R. W., personal communication, Feb. 8, 1930. 

2. Sanders, L. Carl: Cancer of the Colon and Rectum: A Plea 
for Early Diagnosis. Sou. Med. Jour., 24:606-611, July, 1931. 

3. Horsley, J. Shelton; and Horsley, Guy W.: Continuous In- 
travenous Injection of Dextrose in Ringer’s Solution: Its Technic 
and Indications and a New Intravenous Cannula. Arch. Surg., 
22:86-93, Jan., 1931. 


DISCUSSION (Abstract) 


Dr. Isidore Cohn, New Orleans, La.—Dr. Horsley pre- 
sents a method which is based directly on the idea of 
changing the function, to add a factor of safety in in- 
testinal surgery. 

There are cases of cancer of the transverse colon which 
I believe are susceptible of radical operation in one pro- 
cedure, and I wonder whether the addition of the two 
stages, making three in all, as I understand it, will in 
the final analysis actually diminish the mortality rate. 
The question is certainly worthy of consideration. 


The question of the one stage operation in cancer 
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of the rectum, in view of the statistics and splendid 
work of Coffey and some others, is open to discussion, 


Dr. Charles H. Harris, Fort Worth, Tex.—Dr. Hors. 
ley’s recommendation that preliminary operative meas. 
ures for protection of the patient before surgical re. 
moval is undertaken is very sound and should be a 
surgical axiom. 

There is one type of carcinoma of the colon that we 
have handled a little differently from Dr. Horsley, and 
that is carcinoma of the upper cecum or ascending 
colon. In these cases we have as a preliminary opera- 
tion been doing an ileocolostomy; subsequently, re- 
moving the cecum, ascending colon and the hepatic 
flexure of the colon, at this operation only having to 
invert the end of the terminal ileum below our anasto- 
mosis and the proximal end of the colon just above the 
anastomosis. We have done this operation in nine 
cases with one death. The princip'e set forth in Dr, 
Horsley’s paper of thorough preparation of the patient 
holds good not only in colon surgery but in all types 
of surgery where the patient can be tided over to a 
more favorable time when he has a greater reserve and 
when the tide of infection has subsided. 


I heartily agree with Dr. Horsley as to the value of 
the preliminary colostomy, to build up a greater reserve 
and allow the tide of bacteriemia to subside. 


Dr. George T. Tyler, Jr., Greenville, S. C.—After the 
Kerr method of aseptic anastomosis was published, a 
method by Branch, of Peking appeared, in which 
ordinary clamps were used for the same purpose. The 
intestine was sutured over the approximated clamps, 
either end-to-end, or end-to-side. It occurred to me 
that a clamp with a narrow blade might be serviceable 
for this operation. I had a machinist grind the blades 
of Pean hysterectomy forceps on one side, keeping the 
other side flat, the two clamps apposed, as you see, 
measure one-forth of an inch in each dimension. If they 
are so placed that the tip of the blade is flush with 
the bowel wall, and the flat sides are brought together 
after the cautery excision of the gut, the suture can be 
started, going almost around the bowel. The final stitch 
is placed, but not tied until the clamps are removed. 
The suture line is reinforced where necessary. Dr. 
Horsley mentioned that the wide diaphragm produced by 
the Kerr method had caused the death of two of his pa- 
tients. The diaphragm produced by these clamps is 
very narrow. One third of it will slough from the use 
of the cautery. This method is also a shorter one than 
Kerr’s. 


The essential steps in resection of the large bowels 
for malignancy are: (1) preliminary colostomy, 
cannot be too strongly emphasized; (2) rehabilitation 
of the patient; (3) anastomosis, with special attention 
to the blood supply, for most of the operative deaths 
occur from peritonitis following impairment of the 
circulation; (4) enterostomy proximal to the point of 
anastomosis. 


In one patient having cancer at the hepatic flexure of 
the colon, I did a preliminary appendicostomy. At the 
time of resection, it was difficult to free the cecum be- 
cause of the position of the appendix, until, by accident, 
the manipulation pulled it into the abdominal cavity. 
I had stumbled upon an important detail. In a subse- 
quent case, I would pull the appendix into the abdomen, 
first protecting my field; and place a drain through 
the sinus from within. The cecum and ascending colon 
can then be delivered without difficulty. 
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Dr. R. L. Sanders, Memphis, Tenn. —The stomach and 
upper portion of the small bowel may be operated upon 
without fear of peritonitis. The contents are usually 
sterile. The farther down the intestinal tract one goes, 
the greater the danger one encounters from soiling of 
the peritoneum. 

I wish to emphasize what Dr. Horsley has said about 
preliminary drainage of the colon preparatory to re- 
section. After colostomy, irrigation and drainage, and 
through a gradual immunity established by the patient, 
the colon soon becomes comparable to the stomach 
and upper intestinal tract insofar as the danger of peri- 
tontitis is concerned. Preoperative intraperitoneal 
vaccination is also helpful. My experience has been 
so convincing that I never attempt a single stage resec- 
tion of the left half of the colon. 

I desire also to call attention to the Rankin clamp as 
a distinct aid in the “aseptic” technic after resection. 
I have used it in eight cases and find it of value in 
making the end-to-end anastomosis. The diaphragm men- 
tioned by Dr. Horsley is of course a factor to be 
reckoned with, but so far the results have been excellent. 
Personally, I prefer some such aseptic type of suturing 
to the open method advocated by the essayist. 


Dr. Horsley (ciosing)—Dr. Cohn brought out a point 
that does appear to be inconsistent. According to my 
paper the usual two-stage operation for cancer of the 
rectum and lower sigmoid is made a one-stage pro- 
cedure, while the customary one-stage operation on the 
colen becomes a three-stage procedure. These recom- 
mendations, however, are based on biological reasons 
explained in the paper, and I believe they are logical. 
The divulsion or posterior division of the sphincter ani 
mentioned by Dr. Harris, relieves tension and gives the 
bowel rest. I believe it is a good thing to do this in 
all operations upon the colon. 

Dr. Sanders emphasized what I was trying to 
express. We must not consider the number of stages 
of the operation except as it concerns what is best 
for the patient. The biological preparation of the surgi- 
cal patient is extremely important. A good many 
years ago thyroids were removed for hyperthyroidism 
without preliminary preparation and with a large mor- 
tality. Prostatectomy was done the day after admission 
of the patient, with many fatal results. It was found, 
however, that a careful preliminary preparation of these 
patients—such as altering the thyroid secretion by 
iodine, and draining the bladder,—gave much _ better 
results with the same operative technic. 

If a cancer is manipulated or seriously disturbed 
during an operation and not removed, as in a two- 
Stage operation for cancer of the rectum, there is a 
tendency to stimulate the growth of the cells. If an 
organ such as the colon can be given physiologic rest 
by a complete enterostomy and the bacterial flora 
greatly diminished, while the cancer is not disturbed 
at the time the enterostomy is done, it makes for a 
much safer operation when the cancer is excised. For 
these reasons it would seem wise to remove a cancer 
of the rectum usually in one stage after it has been 
partially freed, and to operate upon the colon in three 


Stages, 
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RELATION OF CANCERS OF THE SKIN 
AND SKIN APPENDAGES TO FOCAL 
LESIONS IN OTHER ECTODER- 


MAL STRUCTURES* 
STUDY IV 


By Montrose T. Burrows, M.D., 
Pasadena, Calif. 


Cancer has been known for ages. It has al- 
ways been considered a primary disease. This 
idea has brought little of practical importance 
for its final solution. Many of the earlier stu- 
dents of the histology of cancer considered it 
to be a primary overgrowth of certain body 
cells. Whether such an overgrowth is possible 
in an otherwise healthy organism is something 
to be determined. It is possible to transplant 
tumors, yet few of these come to maturity and 
lead to the death of the animal. It is possible 
that such a growth can take place only in cer- 
tain types of animals. 

The question has thus arisen, is cancer a pri- 
mary disease? May it not be a reaction sec- 
ondary to other forms of deterioration? Is it not 
a reaction to some specific stimulus set up in a 
deteriorating organism? This idea is not new. 
It has been recognized for many years that tu- 
mors become common only as age advances. 
Cancer may occur in the young, but it is essen- 
tially a disease of old age. It is possibly only 
a response to the deterioration of the organism 
or a part of the organism. It may be primarily 
only an attempt at survival rather than a de- 
structive disease. It may be one means that 
certain individuals use to neutralize and remove 
certain toxic waste products. 


The organism may deteriorate uniformly. 
Death may be due in such cases to senility. 
Most organisms go to pieces irregularly. Many 
parts degenerate and lose function before others. 
Vital organs suffering degeneration lead to the 
death of the animal. It is possible that less 
vital organs cause toxic changes in the organism 
as they degenerate. 

It had thus become of interest in 1928 to 
look more carefully into this possible explana- 
tion of cancer. Former studies had indicated 
that cancerous tissue may differ from normal 
tissue in that it has lost certain growth inhibiting 
lipoid substances. Again, it has been noted that 
these lipoid substances may be related directly 


*Read in General Clinical Session, Southern Medical Associa- 
tion, Twenty-Fifth Annual Meeting, New Orleans, Louisiana, No- 
vember 18-20, 1931. 


| : 
32 
id 
: 
4 
a 
| 
a 
) 
: 


126 


to the fat-soluble vitamins of the food.! In the 
study of coal tar cancer it has been noticed that 
when coal tar is injected into or painted on 
the skin of an animal, it causes not only local 
changes in the animal, but systemic deterioration 
as well. These animals suffer not only from 
a local ulcer, but also from a cachexia not dif- 
ferent in its general aspects from that seen in 
cancer patients.” 


In such animals the cancer develops often 
on the site of the local irritation, but such a 
cancerous degeneration does not take place at 
once, but always after the systemic changes be- 
come noticeable. These facts suggested that a 
systemic change may be as important as the 
local irritation. To throw light on this hypo- 
thesis, a more careful study of cancer cases was 
begun in 1928 and as I reported in 1929,° each 
and every one of these cases was suffering not 
only from the cancer, but also from other dis- 
ease states or degenerations, any one of which 
in itself, regardless of the cancer, might have 
caused the cachexia or general deteriorations 
from which they were suffering. 

These latter facts led then to a more careful 
study of these other degenerations and an at- 
tempt was made to treat them at the same time 
that the cancers were being treated. As _ re- 
ported in two recent papers,* ® it was found 
that patients suffering from cancers of the skin, 
breasts and lips were suffering also from ab- 
scessed teeth, chronic tonsillitis, chronic nerve 
lesions or diabetes. The treatment of these so- 
called secondary lesions along with the cancers 
gave not only excellent results in many cases, 
but the spontaneous disappearance of cancers 
of the skin and breast metastases were noticed 
in several instances after the careful removal of 
all the diseased teeth in the patients. 


Again, it was noted in these papers that while 
teeth are related apparently directly to the de- 
velopment of many cancers of the skin append- 
age, such as the breasts and lips, they were not 
found associated with cancers of other tissues 
and organs of the body. Diseased teeth were 
present in many cases of cancer of the uterus and 
the cervix, intestines and other organs, yet their 
removal has had apparently no effect whatsoever 
on the growth of these cancers. Diseased teeth 
have been present in every one of 13 cases of 
cancer of the tongue. In none of these cases 
has the removal of the teeth had any effect upon 
the growth of the cancer. The teeth, as is well 
known, are skin appendages. They develop di- 
rectly from the ectoderm. The tongue is not. 
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It develops from the digestive tube or the endo- 
derm. 


Three cases of cancer of the tongue were 
treated in the summer and fall of 1930 and it 
was possible to diagnose a stomach lesion in 2 
of them. One of these cases had an active 
syphilis; the other 2, I believe, did not have 
this disease. The stomach lesions were treated 
in these two cases. They are apparently very 
well. The third case died and a typical chronic 
gastritis was found at autopsy. This gastritis 
had shown no recognizable symptoms during 
life. 

These latter studies had led, then, to the be- 
lief that cancer in one organ or tissue may be 
due to degenerations of quite different tissues 
from cancer in another organ or tissue. It had 
thus seemed possible that the conditions causing 
cancer in the skin may be much more specific 
than had been suspected. The question arose, 
had some constant and specific lesion or specific 
type of lesion been overlooked in these cases? 
A few of the earlier cases of cancers of the skin 
and breast were individuals with toothless 
mouths, or individuals whose mouths had been 
apparently well cared for. In these cases I had 
thought that the irritation leading to the cancer 
must have come from existing chronic tonsils, 
diabetes, cerebrospinal disease or other lesions. 

After going over all of these cases carefully, 
however, it was noticed that only a few of the 
total number belonged in this group. The great 
majority of these cases of cancers of the skin, 
lips and breasts had abscessed teeth. It was 
also noticed that the excellent results in all of 
these cases had come in those where all of the 
abscessed teeth had been removed most care- 
fully. The question arose then, had not dis- 
eased teeth been overlooked in the other group? 
Abscessed teeth have been recognized for a good 
many years as sources of infection in many pa- 
tients, and as more and more studies have been 
made along this line it has become evident that 
they may be a much more important cause of 

death than has been suspected. Dentists have 
made great strides in mouth reconstruction, but 
it is interesting to note how little heed has been 
given to the careful removal of the teeth and 
the complete cleansing of the mouths of their 
patients. In fact, many dentists do not believe 
this is necessary. Consequently no great effort 
has been made to develop methods suitable for 
accurate diagnosis of such conditions. 

In following up this work on cancer it has 
become of interest, therefore, to restudy the 
mouths of many of the earlier cases of cancer 


| : 
ti 
| t! 
tc 
| 0 
| 
| 
| 
| 
| 


Vol. XXV No. 2 


of the skin and skin appendages, especially those 
which were thought to be suffering from condi- 
tions other than abscessed teeth. It is known 
that root fragments are often as serious a menace 
to the patient as the teeth themselves. It was 
possible that such fragments existed in many 


of these cases. 

To make this study effective it became of in- 
terest also to study not only the mouths of can- 
cer cases, but also those of other patients as 


well. 

In some earl’er studies of x-ray films of the 
teeth which had been taken on different occa- 
sions in different offices, it was noticed that 
root fragments are often less clearly defined in 
the lighter film than in those which have been 
exposed for a longer time. It had also become 
evident that they are not always easily seen 
even with the best technic. Considerable expe- 
rience is necessary often to find them. Dr. 
Chas. Lincoln, of Pasadena, an exodontist, has 
of his own accord undertaken the study of these 
mouths. In most of the cases where these root 
fragments have been suspected, operations have 
been performed and the fragments have been 
studied to make certain of their resemblance to 
teeth rather than fragments of the jaw bone. 

By such endeavors the present technic has 
come into existence and it has been of interest 
to note that the x-ray films of the first 43 cases 
of toothless mouths showed root fragments in 
all but 3. These root fragments are practically 
always dead masses and a visible pus pocket 
surrounded most of them. In a considerable 
number of the apparently well cared for mouths, 
root fragments were found under bridges or in 
the regions where wisdom teeth had been re- 
moved. All of these patients were showing 
symptoms referable to these diseased fragments, 
but they had not been suspected previously. 

Many of these cases of toothless mouths with 
root fragments had worn plates for years with- 
out symptoms. 

One man, aged 80, came into the office 3 years ago 
with a cancer on his cheek. It was removed. No 
cause was noted for its appearance. His skin was thin, 
but there were very few brown spots on his face. He 
had had an active pulmonary tuberculosis since he was 
3% years. At the age of 74 the lungs had healed. 
One year ago he returned with a group of four basal- 
cell tumors on his left temple. His eyes were red and 
they fil'ed with tears whenever he read for any length 
of time. A change of glasses had no effect. His upper 
teeth had been removed 45 years previously. He had 
worn a plate with comfort these many years. An ab- 


scessed root was located in the region of the left upper 
canine tooth. This root was removed. The cancers 
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He recovered completely from 


CASES OF CANCER OF THE SKIN WITH CHRONIC 
TONSILLITIS 


By these same methods most of the earlier 
cases of cancer of the skin where the tonsils 
were suspected as a cause of the deterioration 
have been restudied and several more cases of 
this type have been added to the series. In 
each instance where cancers have developed in 
these cases, dead and abscessed teeth or roots 
were found to be present in the gums. Simple 
ulcers of the skin of the legs, lips, face and 
hands have been observed in these cases, but 
none of these ulcers have been found to be ma- 
lignant except in the cases which were also suf- 
fering from abscessed teeth. In two cases with 
chronic tonsils, as noted elsewhere,® simple ul- 
cers of the lips had existed most of the time for 
28 and 32 years, respectively. In neither of 
these cases was there any evidence of malignant 
degeneration. One of these patients had his 
tonsils removed. The ulcer disappeared at once 
and he has remained well to date after 2% 
years. 

Chronic tonsillitis affects the general health 
of the patients, but no evidence has been found 
to show that the tonsils act directly to cause a 
malignant degeneration of the skin or skin ap- 
pendages. Two recent cases, a newspaper man 
and a laundry man, illustrate this point very 
well. 

Two years ago the health of the newspaper man 
began to wane. He could not do his work. He became 
irritable. Eight months ago an ulcer appeared on his 
left cheek, (Fig. 1), and another on the side of the 
middle finger of his right hand. These ulcers failed to 
respond to any ordinary form of local treatment. A 
careful study of this case revealed simple shallow ulcers 
on the cheek and finger and chronic tonsillitis. Tonsil- 
lectomy was followed in 10 days by a disappearance of 
the ulcers and shortly afterwards by what appears to be 
perfect health in this patient. 

The laundry man came in with numerous keratoses 
on the skin of his face. A chronic ulcer had developed 
in one of the brown patches near the middle of his 
right cheek. His breath had a foul odor. There were 
many deep pyorrheal pockets about his teeth and three 
apical abscesses. He had worried much for the previous 
several years and had finally given up his work. He 
was sent to the dentist. When he returned 2 months 
later, he had no teeth. His mouth appeared to be clean. 
The face ulcer had healed and many of the brown 
patches on his face had faded almost to obscurity, 
(Fig. 2). He returned again, however, after 8 months 
as sick as before. He had begun to worry again. He 
appeared thinner than usual and looked tired and worn. 
A chronic indurated ulcer had appeared on the tip of 
his left index finger three months before (Fig. 3). 
While sections were not taken from either of these ulcers, 
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Fig. 1 
A simple non-indurated chronic ulcer in a case 
of chronic tonsillitis. 


the one on the face appeared to be a typical rodent ulcer. 
The one on the finger had the appearance of a chronic 
indurated inflammatory ulcer.* The ulcer on the face 
had developed in the center of a brown keratotic patch. 


This patient was sent for more x-ray pictures of his 
gums. Three abscessed roots were found at the ites 
of the previous removal of the teeth. One root wa; in 
the antrum (Fig. 4). These roots were removed. The 
ulcer on the finger disappeared completely in one month 
without any local treatment. 


TONSILS ACTING AS LOCALIZING FACTORS IN 
CANCER 


While the tonsils have not been observed to 
play any role in causing a cancerous degenera- 
tion in the skin, it is possible that they do play 
a role in localizing the cancer. In many of the 
cases of cancer about the nose chronic tonsils 
have been present and the cancers have devel- 
oped often on that side of the nose correspond- 
ing to the most diseased of the two tonsils. It 
has frequently been on that side where there 
has been a peritons'llar abscess at some previous 
time. The nostril in such cases is generally 
congested on the side of the cancer. This con- 
gestion extends often back to the tonsil while 
the other side of the nose appears normal. 

One patient, an Irishman, age 70, illustrates these 
symptoms very well. This man had always enjoyed 
fairly good health except for numerous attacks of sore 


*It has not been possible to decide on the dividing line between 
the true cancers and these chronic indurated inflammatory le- 
sions. A few lesions similar to this one on the finger have been 
seen on the cheeks of patients suffering also from abscessed teeth 
or roots. These lesions, when removed and sectioned, often show 
degenerations in the fibrous tissue similar to that seen in cancer- 
ous degenerations. There is round cell infiltration, but no notice- 
able hyperplasia of the epithelium. I have classed these lesions 
with the precancerous lesions. 


Fig. 2 (top)—Photograph to i'lustrate the spon- 
taneous disappearance cf keratotic patches and 
an ulcer, two months after the :emoval cf the 
abscessed teeth. 

Fig. 3 (center)—A 3 months old chronic indu- 
rated inflammatory ulcer on the tip of finger 
of patient shown in Fig. 2. This ulcer dis- 
appeared after the removal of three abscessed 
roots. 

Fig. 4 (bottom)—An exact reproduction of x-ray 
film showing the root of a tooth in the an- 
trum of patient shown in Figs. 2 and 3. 
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Fig. 5 (top)—A_ rapidly growing prickle-cell 
cancer of the nose. 
Fig. 6 (bottom)—Exact reproduct’on of x-ray 
films of the gum of patient, Fig. 5, showing 
abs:ess:s about the roots of teeth. 


throat and cne atiack cf quinsy, 20 years ago. He 
came in on account of a rapidly developing prickle-cell 
cancer on the right side of the nose (Fig. 5). His face 
was clean otherwise except for a sma!l kera otic patch 
on the sane side of his nose higher up (Fig. 5), a larger 
smooth keratotic nodule in the skin under his right ear, 
and a non-pigmented mole on the left side of his fore- 
head. 


The cancer had developed in two weeks. He had 
thought that it was a pimple. It was tender and he 
opened it and obtained a small amount of yellow pus. 
It would not heal, and had grown rapidly since that 
time. 


Most of the teeth of the patient had been removed and 
he ins'sted that they were in good condition. The x-ray 
film of the gums was most interesting in this case. A 
large number of the teeth had been broken off at the 
time of extraction. There were a large number of 
these roots and most of them were surrounded by large 
abscesses. Reproduction of a few of the x-ray films 
of the gums of this patient are shown in Figures 6, 7, 
8 and 9, 

The tonsils were large and scarred. The pillars were 
thickened and congested. The right side of the nose 


SOUTHERN MEDICAL JOURNAL 


129 


was congested throughout its entire length. ‘The sinuses 
transmitted light readily. 

The treatment in this case consisted in the surgical 
removal of the cancer, the keratotic spot higher up on 
the nose and the one under his right ear. The ab- 
scessed teeth and roots were also carefully removed. 
The tonsils should have been removed but the patient 
has not returned for this operation. 


Whether the extent of the degeneration of the 
teeth bear: any relation to the degree of ma- 
lignancy in these cases it is not possible to state. 
Such a relation is suggested by the above case 
and by the fact that others w th less malignant 
cancers have had much less change in the gums. 


While the ton:'ls play ro role apparently in 
the development of the cancer, their presence 
is an important factor in the general ill health 
of most of these cases. It is probably essential, 
therefore, thet they be removed along with the 


Fig. 7 (top) and Fig. 8 (bottom) 
Exact reproductions of x-ray fi!ms of the gum of 
patient, Fig. 5, showing abscesses about teeth 
and roots. 
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Fig. 9 
An exact reproduction of x-ray film of gum of 
patient, Fig. 5, showing abscessed teeth. 


diseased teeth in each case of this type if the 
best results are to be obtained. 


FURTHER STUDIES OF LOCALIZATION OF CANCERS 
OF THE SKIN 


Chronic irritation has been considered the 
cause of cancer. Whether most types of chronic 
irritation which have been described as a cause 
of cancer play any role more than localizing this 
disease is a question of importance. In the case 
of coal tar, coal tar products, and the rays of 
radium and x-rays one is dealing with specific 
irritants which are able to cause not only spe- 
cific local but also general changes in the or- 
ganism.® Many cases of cancer of the skin and 
breast have been studied with this idea in view 
and it has been interesting to note that in no 
instance has the cancer developed except after 
the development of cachexia associated with 
abscessed teeth or other similar conditions. On 
the other hand, the cancers have developed after 
the development of such cachexias on sites which 
have suffered previous irritation; and these sites 
are points which have suffered more irritation 
than any other part of the skin. While the loca- 
tion of the cancer in any one individual is gen- 
erally the point of greatest irritation in that 
individual, it has been interesting to note that 
the degree of irritation in one case bears no 
relation apparently to that of another. The 
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site in one case may be merely a point rubbed 
by a belt or a suspender, something suffered by 
every man. In another case it may be a lip irri- 
tated for years by a pipe or another part irrj- 
tated for years by chronic inflammation. 


One tall woman of 62 had suffered from tuberculos’s 
of the apex of the left lung during her early married 
life. During the last 25 years she had had numerous 
attacks of what she called hay-fever. Vaccines and 
what not had given her no relief. During these acute 
attacks of rhinitis her left eye shed copious tears, 
Bieler? has shown that in case of unilateral involvement 
of the lung there is frequently a deformation of the 
nose on the same side. This woman had a deformation 
of her left nostril (Fig. 17), with partial obstruction 
to the tear duct on that side. The nostril was atro- 
phied and there was a persisting chronic inflammation 
of it and the lacrimal sac on that side. A cancer had 
developed in the skin over the lacrimal sac (Fig. 10). 
This cancer proved to be basal cell in type. 

On admission this woman appeared ill. She had a 
marked secondary anemia and a low pulse pressure. 
Two abscessed teeth were located; one in the upper 
left (Fig 12), and one in the lower right jaw (Fig. 13). 

Most of the cancer was removed surgically. A small 
part of it on the inner side was left. The wound was 
closed with sutures. The two abscessed teeth were re- 
moved carefully and the nose was treated medically. 
After 28 days all traces of the cancer had disappeared, 
the blood pressure and the blood count were normal 


Fig. 10—Basal cell carcinoma in the skin over the 
lacrimal sac. 


Fig. 11 (inset)—Atrophy of the left nostril of 
patient shown in Fig. 10. 
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and the woman appeared to be in perfect health (Fig. 
14). 

In other cases, as noted above, the place of 
the development of the cancer may be none 
other than a point rubbed by a tight shoe, a belt, 
a suspender, or the side of the lip where a cigar 
or a pipe is carried. 


Cancers on the nose have rot always been 


Fig. 12 (top)—An abscessed tooth in the upper 
left jaw of patient shown in Fig. 10. 
Fig. 13 (center)—An abscessed root in the lower 
right jaw of patient shown in Fig. 10. 

Fig. 14 (bottom)—The condition of the patient 
shown in Fig. 10, twenty-eight days after the 
removal of the two abscessed teeth and a part 
of the cancer. 


associated with chronic tonsils or other infection 
of the respiratory system. 


One man, age 47, came in with a recurrent cancer 
in the middle of his nose (Fig. 15). This cancer had 
recurred after radium treatment administered 2 years 
before. A careful study of the mouth in this case re- 
vealed besides six large apical abscesses, one large cyst, 
involving most of the area of the roots of the upper 
right incisor teeth. These teeth had been extracted 
several years before. The cyst extended laterally to 
involve aiso the root of the upper right canine tooth 
(Fig. 16). 

The mouth was treated carefully in th’s case, 
but the cancer was left untouched. It has prac- 
tically disappeared now, one month later. 


LOCALIZATION OF CANCER IN THE BREAST 


The better work on cancer of the breast has 
indicated that cancers in this organ arise always 
in a previously existing benign lesion. These 
lesions may be classed generally as chronic mas- 
titis, chronic cystic mastitis or adenomas. A 
careful study of several hundred cases of cancer 
of the breast has shown that one or the other of 
these lesions preceded the development of the 
cancer in every case. In many cases these le- 
sions were known to be present years before the 
cancers developed. 

In earlier papers*** it has been pointed out 
that chronic mastitis, chronic cystic mastitis and 
many of the breast adenomas have a histology 
not different from that seen in x-ray burns, le- 
sions produced by coal tar and the goiters of 
the thyroid. This latter similarity might class 
them not only among the precancerous lesions, 
but also with the degenerations which result 
from changes in the internal secretions that af- 


Fig. 15—Recurring basal cell carcinoma of the 
nose. 
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Fig. 16 


Reproduction of x-ray films showing a large cyst involving region of 
the upper right incisor teeth and the root of the upper right 


canine tooth of patient shown in Fig. 15. 


fect the breasts. Pribram® has pointed out that 
these lesions may be the result of ovarian dys- 
function. In a series of cases reported last 
year** it was possible to relate these les‘ons to 
chronic lesions of the cervix and uterus. Many 
of the earlier cases had specific venereal infec- 
tions. Others did not. In the latter group the 
uterine disturbances could be related to thyroid 
disease or other changes in the internal secre- 
tions. Our later unpublished studies have indi- 
cated, however, that most of these cases with 
specific infections were suffering also from 
changes in the internal secretions which affect 
the function of the sex glands. 


There has been no evidence to show, however, 
that these uterine d’sturbances are the result of 
the later development of cancer in these benign 
lesions. Cancer arises in these lesions only after 
the organism has suffered from other disturb- 
ances. When cancer is present-in these breasts 
other lesions are present in the patients. These 
other lesions have been the same as those as- 
sociated with skin cancer and their treatment 
has given the same results as have been noted 
in the treatment of skin cancer. 

These studies had led to the belief, therefore, 
that breast cancer must be included with skin 
cancer and that the localization of the cancer 
in the breast depends only upon the existence 
of a degenerate precancerous lesion in the breast. 


DIABETES AND CANCER OF THE SKIN 


Many of the cases of diabetes and skin cancer 
which were included in the earlier studies had 
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toothless mouths. Others had 
mouths which had been treated re- 
cently. The mouths of all but one 
of these cases have been restudied 
and more cases have been seen since 
the last publication. In each in- 
stance one to several abscessed 
roots or teeth have been found in 
these cases. These studies indicate 
that causes for the cancers other 
than the diabetes were existent in 
these patients. The results of this 
study have been similar, therefore, 
to the results of the study of the 
cases with chronic tonsillitis. 


NERVE LESIONS AND CANCER OF 
THE SKIN 


This has not been true, however, 
of the cases with cerebrospinal lues. 
Three such cases have come to 


the office or clinic. Two of them 
have been under observation for 3 and 3% years, 
respectively, and one, a cancer of the breast, 
came in 1% years ago. The mouths of these 
patients have been studied most carefully on 
several occasions. All of them had _ toothless 
mouths. No abscessed roots have been found. 
Two of the cases have responded well to anti- 
syphilitic treatment. The other one has found 
this treatment distasteful. There have been no 
recurrences in the first two, which includes the 
breast cancer. The third has had many recur- 
rences of basal cell cancers of the skin. 


OTHER SKIN DEGENERATIONS AND CANCER 


Whether other degenerations of the ectodermal 
structures may have an effect similar to the 
teeth is yet to be determined. 


Recently I studied a woman of 65 who had had her 
breast removed with paste. She had a large pink hya- 
line scar marking the site of her left breast. This scar 
measured 12 x 15 cm. The cancer is spreading rapidly 
in this woman. It has involved the neck glands on 
the same side and has metastasized to the right femor 
and the left humerus. A careful physical examination 
has failed to reveal any possible causes of her cachexia 
other than the scar. 


BENIGN LESIONS OF THE SKIN AND NERVES 
AND ABSCESSED TEETH 


How dead and abscessed teeth affect the or- 
ganism in general is a question yet to be an- 
swered. Many of the cases studied in this series 
have shown symptoms which are generally 
classed under the head of a nervous breakdown; 
pain in arms, legs, back or chest; an inability to 
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concentrate; insomnia; secondary anemia; and 
a high diastolic blood pressure. Others are suf- 
fering from acne, herpes or localized boils or 
wens. In a previous paper I have discussed 
the variations in the reactions which may be in- 
duced by abscessed teeth in the organism and 
have stated that these differences in the reaction 
of the body to a given focal lesion may be re- 
lated to the immediate metabolic state of the in- 
dividual. In one metabolic state the individual’s 
response may be different from his response in 
another state. One frequently sees cancers of 
the skin arising in a wen or a chronic herpes 
or a boil. It has seemed possible, therefore, 
that cancer may depend not only on a specific 
form of local deterioration, an irritated area, 
but also on the immediate metabolic state of 
the individual. 

Whether the teeth can be related directly to 
arthritis is also a question of importance. In 
the study carried on so far, no evidence of le- 
sions other than nerve or skin lesions have been 
observed in cases where the teeth are the only 
sources of infection and poison in the patient. 
Where other focal pus lesions are present, how- 
ever, conditions may be different. The teeth 
may aggravate these lesions and cause the forma- 
tion of other focal lesion. This has been seen 
especially in cases of gonorrheal prostatitis with 
gonorrheal rheumatism. 


DISCUSSION AND CONCLUSIONS 


In previous papers*® the results of treating 
the teeth in conjunction with the cancers of the 
skin and the breast have been discussed. Not 
only excellent results have been obtained in these 
cases, but several skin cancers and breast met- 
astases have been seen to disappear after the 
diseased teeth were removed. 

In this study an attempt was made to ascer- 
tain the frequency of abscessed teeth and roots 
in cases of cancer of the skin and skin append- 
ages. One hundred seventy-two cases of skin 
cancer and 68 cancers of the breast are included 
in this study. Lesions in the teeth or other de- 
generations in the skin or nerves have been found 
to be present in every case except one breast 
cancer. This case has been described elsewhere.* 
No autopsy was obtained. 

This work is a continuation of the studies 
which have indicated that cancer may be sec- 
ondary to other forms of degeneration in the 
body. It indicates that these degenerations may 
be specific. The study shows a degeneration in 
the ectoderm in each case of cancer of the skin 
and skin appendages. These same ectodermal 
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lesions have not been found related to the ap- 
pearance of cancers in other organs and tissues. 
Whether the melanomas and many of the brain 
and nerve lesions will fall into the same group 
is yet to be determined. 


REFERENCES 


1. Burrows, M. T.: Studies on the Nature of the Growth Stim- 
ulus in Cancer. Jour. Cancer Research, 10:239-251, July, 1926. 

2. Jorstad, L. H.: The Action of Lipoid Solvents on the Or- 
ganism and in the Production of Cancer. Jour. Cancer Research, 
10:229-238, July, 1926. 

3. Burrows, M. T.: Further Studies on the Relation of Nutri- 
tion to the Development of Cancer. First Note, Proc. Soc. Exp. 
Biol. & Med., 26:574, April, 1929. 


4. Idem: Clinical and Experimental Observations Relative to 
= ond of Cancer. Second Note. Radiology, 17:775-786, 


5. Idem: Specific Types of Focal Lesions Associated with 
Cancers of the Skin and Breast. Third Note. The Dental 
Cosmos, 73:1102-1116, Nov., 1931. 

6. Burrows, M. T.; Jorstad, L. H.; and Ernst, E. C.: Cancer 
Imbalance and Roentgen Ray Activity. J.A.M.A., 87:86-89, July, 
1926. 

7. Bieler, Hal.: The Nostril Reflex in Lung Disease. Jour. 
Lab. & Clin. Med., 14:1039-1044, Aug., 1929. 

8. Burrows, M. T.: Letter discussing Functional Studies 
Throughout the Course of Roentgen Ray Nephritis in Dogs. J. 
A.M.A., 88:857, 1927. 

9. Pribram, B. O.: 
und die Entstehung der Karzinome. 
p. 1075, Sept., 1919. 


Die polycystische Brustdrusendegeneration 
Duetsch. Med. Wschnschr., 


FIBRIN BODIES IN PNEUMOTHORAX 
CAVITIES: REPORT OF CASE* 


By C. H. Heacock, M.D., 
Memphis, Tenn., 
and 
E. B. Van Ness, M.D., 
Gulfport, Miss. 


Fibrin bodies in pneumothorax cavities, as 
recognized on roentgenologic examination, were 
first described by Fleischner* in 1922. At 
that time he reported one case in which pneu- 
mothorax treatment was given for tuberculosis. 
Following a hydropneumothorax, the fibrin 
body developed as a smooth, solitary nodule, 
freely movable in the fluid. Ballon,’ in 1929, 
collected ten cases from previous reports and 
added one of his own. We have been able to 
find nine references to this subject in the lit- 
erature, either subsequent to or not included in 
Ballon’s report. His article, published in 
America in 1929, and another by Morlock and 
Wood,® published in England in 1930, in which 
three cases were described, are the only two 
appearing in English. The remainder have 
been published in Germany and Italy. 


*Read in Section on Radiology, Southern Medical Association, 
Twenty-Fifth Annual Meeting, New Orleans, Louisiana, No- 
vember 18-20, 1931. 
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Although the presence of fibrin bodies in 
pneumothorax cavities has no pathologic signif- 
icance and its chief claim to medical interest is 
its rare incidence, it should be kept in mind as 
a probable factor in differential diagnoses of 
pleural lesions. We feel that the case de- 
scribed here is worthy of attention in that it 
presents certain features not present in any of 
the cases previously reported. 


Several theories have been advanced as to 
the origin of these fibrin bodies. Fleischner 
was of the opinion that they are solely a col- 
lection of small fibrin flakes, which are often 
found in pleural exudate. Dull,” in 1925, in 
discussing three cases, advanced the theory that 
the masses might be caused by fibrin separating 
out and forming blood fibrin balls. As all his 
cases followed artificial pneumothorax, he at- 
tributed the blood clot to injury to an inter- 
costal vessel. Stoffel,!* in 1926, reported one 
case and suggested that the body might have 
resulted from a deposition of fibrin about a 
nucleus formed by a ruptured adhesion. 


Of the various theories as to the origin of 
these bodies, the majority of the later writers 
are inclined to the first, advanced by Fleisch- 
ner, that they are purely fibrin deposits and 
are not dependent upon hemorrhage or trauma 
for their origin. We believe our case, which 
follows, has an important bearing upon th’s the- 
ory: 

CASE REPORT 


A white girl, aged 3% years, was admitted to St. 
Joseph’s Hospital, Memphis, Tennessee, on August 5, 
1929, on the service of Dr. Tom Mitchell. For one 
month she had suffered constantly from sore throat. 
A week earlier her left knee had become painful, and 
subsequently the left elbow and right wrist. She had 
had some fever, but no nausea or vomiting. There 
were no symptoms referable to the gastrointestinal and 
genito-urinary tracts, or to the heart and lungs. 

An attack of influenza earlier in life had been her 
only serious illness. Her family history was negative. 

On physical examination, the patient’s temperature 
was 104.4°. Her cervical lymph nodes were painful 
and enlarged, especially at the angle of the left mandi- 
ble. Her tonsils were hypertrophied and _ inflamed. 
The heart rhythm was rapid and a systolic murmur 
could be heard over the pulmonic area. The lungs 
were negative to auscultation. The abdomen was also 
negative. There was some tenderness and disability 
of the affected joints. 

The laboratory tests of the urine were negative ex- 
cept for a trace of albumin. Examination of the blood 
showed hemoglobin 38 per cent, red cell count 2,840,- 
000, and white cell count 18,950. In the differential 
count the polymorphonuclears were 78 per cent, lym- 
phocytes 12 per cent, large mononuclears 2 per cent, 
eosinophils 4 per cent, and myelocytes 4 per cent. 
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After thirty-six hours the blood culture showed a 
streptococcus. 

The patient received three transfusions, each of 130 
c. c. of blood. For nine days her temperature fluc- 
tuated between 99 and 105°, then gradually subsided; 
after the fourteenth day it remained normal. Her 
general condition improved slightly until one week 
after admission to the hospital. At that time the right 
chest became tympanitic and a roentgenologic exami- 
nation was ordered. This revealed a complete col- 
lapse of the right lung (Fig. 1). The left lung was 
normal except for a slight elevation of the diaphragm. 
The condition was diagnosed as spontaneous pneumo- 
thorax on the right side. 


Another roentgenogram made three days later 
showed no change other than a little farther shifting 
of the mediastinum and heart to the left. 

Two weeks thereafter a third roentgenogram re- 
vealed evidence of a thickened pleura and a small 
quantity of fluid on the right. The left lung was 
better aerated. The right lung was still collapsed. 
The position of the heart and mediastinum was not 
altered (Fig. 2). 

The patient was dismissed from the hospital and 
was not seen again for two months. She was then 
brought in for further roentgenological study. This 
showed a 50 per cent re expansion of the right lung 
in the lower portion. The heart and mediastinum 
had returned to their normal position. A_ circum- 
scribed shadow measuring 6 by 3.5 cm. was seen 
against the lateral chest wall in the most dependent 
portion of the pneumothorax area (Fig. 3). As the 
exact nature of this shadow could not be determined, 
another roentgenogram was advised in one week. 

The next examination revealed a slightly increased 
expansion of the right lung, chiefly of the upper 
lobe. The circumscribed shadow was still present, but 
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Fig. 1 


August 12, 1929. Spontaneous pneumothorax. 
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its size and position had not changed. No decision 
could yet be reached as to its nature. 

No further examination was made until two and 
one-half months later. By that time the right lung 
had completely re-expanded and the lung markings on 
both sides were considered normal. The circumscribed 
shadow was freely movable and had been pushed up- 
ward by the expansion of the lung; it was compressed 
against the lateral chest wall at the level of the second 
and third ribs (Fig. 4). <A definite diagnosis of fibrin 
body was made. The child had gradually improved 
until complete recovery was apparent. 

This case presented several unique features. 
A spontaneous pneumothorax following a sep- 
ticemia is unusual, particularly in a child of 
this age. The thickening of the pleura and 
formation of exudate at its base, as seen four- 
teen days after the first roentgenologic exami- 
nation, were in accord with constant findings 
in the other cases reported, in that an exudate 
preceded the fibrin body. At the third exam- 
ination, two months later, the circumscribed 
shadow was first noted. Subsequent examina- 
tions showed the fluid absorbed and the mass 
definitely outlined and freely movable, which 
fully justified, we felt, a diagnosis of fibrin 
body. 

September 18, i eae pleural effusion. Ps In all the cases reported heretofore, the pa- 

tient has received artificial pneumothorax in 
the treatment of pulmonary tuberculosis, and 
hemorrhage from trauma to an intercostal ves- 


Fig. 3 Fig. 4 
October 29, 1929. Lung re-expanding. The first exami- February 1, 1930. Lung re-expanded. Fibrin body pressed 
nation which showed the fibrin body. against lateral chest wall. 
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sel could not be ruled out. Here, however, we 
have no question of hemorrhage or trauma, as 
the fibrin body appeared two months after the 
spontaneous pneumothorax. This lends fairly 
conclusive evidence that the original theory of 
Fleischner is correct: these bodies are merely 
accumulations of fibrin, which is often found in 
pleural exudates. 

The ultimate fate of these foreign bedies de- 
serves more study than it has been accorded. 
Our patient was examined again on November 
13, 1931, over two years after the appearance 
of the fibrin body. During the interim she 
jhad been perfectly well except for occasional 
calds. The roentgenogram failed to show any 
trace of the previous shadow, and no thicken- 
ing of the pleura was discernible in the second 
interspace (Fig. 5). This finding is similar to 
that of Klinkowstein and Belajewa,® who also 
observed the complete resolution of mult’ple 
fibrin bodies in one of their two patients. 


SUMMARY 


Fibrin bodies are occasionally associated with 
pneumothorax, but are of no pathologic signifi- 
cance. Two main theories have been advanced 
as to their origin. 

In all the cases previously reported the bodies 
have been observed in patients who received 


Fig. 
November 13, 1931. Complete disappearance of the 
fibrin body. 


SOUTHERN MEDICAL JOURNAL 


February 1932 


artificial pneumothorax for pulmonary tubercu- 
losis. In practically every one, a serous or 
hemorrhagic exudate has preceded or been 
noted at the time of discovery of the fibrin 
body. 

The case described here differs from all 
those previously reported in that it occurred 
following spontaneous pneumothorax in a pa- 
tient who showed no sign of tuberculosis. Fur- 
ther, in this case there was nothing to suggest 
trauma or hemorrhage as a causative factor. 
The presence of a pleural exudate previous to 
the formation of the fibrin body, and the ab- 
sence of injury is very strong, if not conclusive, 
evidence that these bodies are merely large ac- 
cumulations of fibrin deposited upon a nucleus. 
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DISCUSSION (Abstract) 


Dr. W. F. Henderson, New Orleans, La—I am not 
certain that I can agree with the doctor’s statement 
that these are medical curiosities, of academic interest 
solely. It seems to me that any foreign body in @ 
wound, or the presence of a foreign body associated with 
a pathological condition, would have a tendency to 
prolong the healing process. The method of formation 
is not of particular importance. We are all familiar with 
the fact that quail in our own South, and ptarmigan, 
form large balls of clay on their feet which incapacitate 
them by their weight. Here we have a foreign body 
somewhat like this in a cavity never at rest. The 
surprising thing to me is that more fibrin bodies do 
not form. 

The diagnosis does not offer an insuperable problem. 
The point of greatest interest to me is what we are 
going to do with them. I throw this suggestion out for 
what it may be worth. We are all familiar with what 
has been done in the abdomen and the pericardium. 
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It has been found that papain, or caroid substances 
put into a cavity where fibrinous exudate exists will 
absorb it completely. It would be interesting to me 
to see a case of this kind treated in that manner, if 
this fluid could be placed in the chest. We know that 
this enzyme can be placed with impunity in the abdo- 
men and in the pericardium, and I see ne reason why it 
could not be placed in the chest. We know that in 
time it will digest a fibrin body, and I believe it could 
be done without too great damage to the patient. 

Dr. Van Ness (closing) So far as I know papain 


has never been introduced into the pleural cavity, and 
the outcome of the attempt would be a matter for 


conjecture only. 


UROLOGICAL PROBLEMS IN CHILD- 
HOOD* 


By ARTHUR SPRENGER, M.D., 
Peoria, Ill. 


Urological principles and methods used in in- 
fancy and childhood are essentially identical 
with those applied in adults. The symptomatol- 
ogy, particularly in infants, is wholly objective, 
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articles by Beer, Hinman, Stevens, Kretschmer, 
and Campbell. Their reports are replete with 
many ingenious methods of investigation. 

The greatest problem confronting the urolo- 
gist in his diagnostic work in the young is a lack 
of cooperation between the general practitioner 
and pediatrician. 

The family physician, revered in years gone 
by, who today remains humanity’s greatest bene- 
factor, come: in contact with the sick youngster 
at an early period in the illness. Frequently the 
pediatr:cian is summoned for expert advice. 
With recurring pyrexia and marked pyuria, a 
cystoscopy is indicated. Not all cases with 
pyuria and high temperature require cystoscopy, 
but this is a requisite where symptoms have per- 
sisted aver a per.od of several weeks. Coopera- 
tion is essential. If the family physician and the 
pediatrician will assume a friendly attitude at 
this time, one of the greatest urological problems 
in childhood will have been solved. 


Reasonable objections are encountered. Parents 
are averse to a general anesthetic; physicians ob- 


Author’s infant cystoscope, smallest catheterizing cystoscope. 


while one must rely upon the mother or nurse 
for all the important history. Since, with few 
exceptions, children are susceptible to the same 
diseases affecting the adult, it follows that their 
recognition should be no less difficult. 


Diagnostic procedures in children, due to the 
inventive genius of the American urolog’st, have 
been greatly simplified. Cystoscopes of the 
catheterizing type with a 10 F. caliber’ are as 
accurately designed as the larger instruments 
used in the adult. Their employment in a host 
of cases has demonstrated their practicability. 
Complete urological investigations are done, in- 
cluding bladder examination, ureter catheteriza- 
tion, renal function tests, and pyelography. In 
short, all examinations performed in the adult 
can be duplicated in the child. 


The early work in pediatric urology in this 
country was done by Beer, who in 1907 intro- 
duced the first child cystoscope. Little interest 
was shown until within the last decade many 
case reports appeared in the literature, notably 


_*Read in General Clinical Session, Southern Medical Associa- 
tion, Twenty-Fifth Annual Meeting, New Orleans, Louisiana, 
November 18-20, 1931. 


Fig. 2 
Hydronephrosis in a child eight months of age. 
Nephrectomy. 
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Fig. 3 
Bifid ureter and pelvis in a child age eleven years. 


ject quite often to pyelography in infants. It is 
assumed by consultants that in the very young 
male a cystoscopic examination is impossible 
without consderable trauma to the urethra. 
These objections and many others have no foun- 
dation. In a series of over 150 cases, ranging in 
age from three weeks to 14 years, there have 
been no fatalities, the youngest case pyelo- 
graphed being a three-weeks-old male. In 95 
per cent of the cases general anesthesia was nec- 
essary. Reactions were exceedingly mild, or in 
the majority of cases absent, and valuable diag- 
nostic data were obtained. Gentleness, neces- 
sary in any surgical procedure, is of paramount 
importance in the work under discussion. 


The introduction of uroselectan has been a 
great diagnostic aid. This drug removes the last 
obstacle in our efforts to visualize les‘ons of the 
infant urinary tract and may be classed as one 
of the outstanding achievements, comparable in 
importance to the first cystoscopy in children 
performed by Nitze. It is quite important that 
all questionable cases be checked by retrograde 
pyelography. 

Congenital defects play an important role in 
many cases and are often bilateral. Mertz” re- 
ports 40 per cent congenital changes in a series 
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of 49 cases of pyuria. Other writers have had 
similar experiences. When we consider the num- 
ber of patients who do not come to examination 
we may assume that these figures might be in- 
creased. 

Our real problem, then, it follows, should be 
early recogn tion of the congenital anomaly be- 
fore kidney destruction takes place. It is well 
to check our cases post mortem, but far better 
to correct the defect before tissue damage occurs. 

In a series of cases in children, varying in age 
from 3 weeks to 14 years, many unusual patho- 
logical conditions have been uncovered. And it 
must be quite evident to you that in children, 
mild disturbances of micturition frequently are 
the only symptoms where grave disease exists. 
Unquestionably many cases of this type are over- 
looked. 

The most common symptom in the series un- 
der discussion has been pyuria. The next most 
common finding was pyrexia. These were fol- 
lowed by urinary frequency, dysuria, nausea, 
vomiting, convulsions, and weight disturbances. 

You will note that no mention is made of 
pyelitis. The term is used too freely. Wilson 
and Schloss* showed that inflammation of the 
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Fig. 4 
Stricture uretero-pelvic and uretero-vesical juncture. Pallia- 
tive ces failed. Nephrectomy. Child, age seven 
months. 
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Fig. 5 
Normal right pyelogram of male child twenty-one days old. 
This is the youngest male to be cystoscoped and pyelo- 
grammed, 


renal pelvis is rarely if ever the cause of pyuria 
in children. The true cause is renal disease. 
Their conclusions were drawn from post mortems 
in 49 cases of pyuria. In only two cases to 
which the term pyelitis was applied was an in- 
flammation of the pelvis present. Healed lesions 
of acute suppurative nephritis were found in pa- 
tients dying at a remote date from different 
causes who had had a pyuria. 

Our cases presented, among others, the follow- 
ing pathological conditions: 

(1) Pyelonephritis with focal infection as an etiolog- 
ical factor. 

(2) Hydronephrosis. 

(3) Ureteral stricture, inflammatory. 

(4) Renal tuberculosis. 


(5) Ureterocele with secondary bilateral hydro-ureter 
and hydronephrosis. 


(6) Diverticulum of the lower ureter. 
(7) Tumor of the kidney. 

(8) Congenital stricture of the ureter. 
(9) Reduplication of the ureter. 

(10) Acute suppurative nephritis. 


In addition to the above there were cases of 
hydrocele, undescended testicle, and bladder ex- 
trophy. Our interest was drawn particularly to 
the obstructive types, congenital or inflamma- 
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tory, or both, with the resulting kidney destruc- 
tion and marked dilatation of the ureter. These 
cases are characterized by high temperature, 
marked pyuria, and gastrointestinal symptoms. 
The temperature is of the septic type, frequently 
reaching 106°. A number of slides will be pre- 
sented showing pyelograms demonstrating the 
dilatation of the renal pelvis and ureter. One 
can readily note the wisdom of submitting a 
child to a complete urological examination once 
the urographic data has been presented. 

Treatment has consisted of the indwelling 
catheter or catheters to dilate the strictured ure- 
ter and to promote the necessary drainage. This 
has frequently been followed by a remission of 
temperature and a marked improvement in the 
little patient’s condition. Fluids have been given 
freely, under the skin when necessary, and it has 
been our policy alternately to alkalinize and 
acidify the patient’s urine. Some striking results 
were noted from this method of therapy, while 
in a few instances removal of the kidney was 
necessary to save the child’s life. 

The use of urinary antiseptics has been of a 
very doubtful value. A comparative analysis n 
this series of urological cases where infection 
played the predominant role, proved quite con- 
clusively that the much vaunted antiseptics 
failed to inhibit bacterial growth, that the free 


Fig. 6 


Dilatation of lower left ureter. Same case as Fig. 5. 
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Fig. 7 
Cystogram and dilatation of lower left ureter. Same case. 


ingestion of fluids was of more value. In acute 
cases where focal infection was the etiological 
factor, response to the usual treatment, removal 
of the infected area and saturation with fluids, 
was excellent. The obstructive type of case was 
dilated, fluids were generously given and the re- 
sults were eminently satisfactory. 


Renal tuberculosis in children is a rarity. Ste- 
vens‘ in reviewing the literature found that of 
1082 cases of renal tuberculosis, 0.6 per cent oc- 
curred in children under 11 years of age. Other 
writers, however, report a much higher percent- 
age. Three cases of renal tuberculosis are in- 
cluded in this series: one aged 14 with bilateral 
infection, and two with a unilateral involvement, 
aged 9 and 11. Animal inoculations were posi- 
tive in the unilateral cases but negative in the 
bilateral case. In the latter the tubercle bacillus 
was found in the urine. Nephrectomy in the 
unilateral cases was done and the patients are 
still under observation. 

Deming® reported a cystoscopy and pyelogra- 
phy in a male infant of 29 days. It will be my 
pleasure to present slides of the youngest male 
infant in whom ureter catheterization and pye- 
lography have been done, age 21 days. In this 
case a diverticulum to the left of the bladder 
will be shown. 
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While the above cases are not unusual, they 
are helpful particularly in stressing the need for 
a more intensive study of urinary symptoms in 
infancy and childhood. 

This paper has been presented to focus the at- 
tention of the profession on this particular phase 
of work and to obtain the cooperation vital to 
its success. With such cooperation between fam- 
ily physician, pediatrician and urologist, early 
recognition of urological lesions will result in a 
definite lowering of the mortality rate in urinary 
diseases in children. 


CONCLUSIONS 


(1) Children are susceptible to the same dis- 
eases found in adults excepting diseases of the 
prostate and carcinoma of the prostate and 
bladder. 

(2) Urological procedures in children are car- 
ried out under general anesthesia with little or 
no reaction. 

(3) A plea is made for cooperation between 
general practitioner, pediatrician and urologist 
in urinary tract diseases in infancy. 
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Fig. 8 
Bifid pelvis, dilated ureter secondary to obstruction at 
vesical end of ureter. 
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ACUTE VERTEBRAL FRACTURES WITH- Whenever possible, the patient should be trans- 


OUT CORD INJURY* ported with the face and body down. 
(2) Early and thorough physical examinations 
By H. Earte ConwELt, M.D., F.A.CS., and roentgenograms, anterior-posterior and espe- 
Birmingham, Ala. cially lateral views, in even the least suspicious. 


injured back should be carried out. 


(3) One should be suspicious of every case 
p : : complaining of pain in the back, and never con- 
vertebrae of different degrees, make increasing cider a patient with back pain following trauma 
demands on physicians today to treat them. An 4 malingerer until proper examinations have been 
early diagnosis usually brings about better func- jade. If the examinations are negative, one’s 
tional results and a lessened period and per cent — gninion should be reserved for a while until fur- 
of disability. ther observations are made. Fractures of 

In a series of 215 back injuries with fractures the vertebrae sometimes result from very slight 
involving the spinal column and its appendages, trauma or negligible injury, especially in the 
which were observed and treated by the author, aged. 
the cases were divided as follows: (4) Apparently negative roentgenograms of 

Thirty-three cases were fractures of the spinal the sp'ne made immediately following injury 
vertebrae with cord injury; 6 cases had isolated S°metimes later on show a collapse of the ver- 
fractures of the spinous process; 76 cases had wr ge one we aot often oe, but the 
isolated fractures of the transverse process, and PO=S!Duty should be kept in mind. It is fre- 


quently difficult and sometimes impossible to 
100 had fractures of the spinal vertebrae without show the presence of a fracture in the posterior 


cord injury. portion of the spinal column by roentgenograms. 

The above tabulation is presented to show the (5) Collapse of a fractured vertebra takes 
high per cent of spinal vertebral fractures with place in certain cases with the best of treatment. 
and without cord injury in an unselected, con- (6) Complete reduction is to be desired in an- 
secutive series of back injuries, also to show the terior compression fractures, but is not always 
importance of suspecting fracture of the sp'ne in jecessary for good functional results. Collapse 


The marked increase of back injuries, fre- 
quently accompanied by fractures of the spinal 


the average injured back. of a fractured vertebra sometimes takes place 
Only the 100 cases with fractures of the spinal following a perfect reduction. 
vertebrae without cord injury will be discussed. (7) At no time should an attempt be made at 


Sixty-four per cent of the 100 cases were indus- reduction or other treatment if the patient’s gen- 


trial accidents; 26 per cent — automobile ac- eral condition does not permit. Always treat the 
cidents, while most of the remaining were classi- patient first and not the fracture. 


fied as civilian accidents. Eighty per cent of in- 
jured persons, who were occupants of an automo- 


(8) Excellent functional results are frequently 
seen in the severe comminuted fractures (which 
bile at the time of the accident, were riding in at first seemed hopeless) because more bone area 


open cars. , is present to form callus in the body of the ver- 
There were 126 vertebral body fractures in the tera or at the articulations of the vertebrae, 


100 cases. Fourteen cases had two different ver- producing a physiological fusion. 


tebral body fractures, and 6 cases had three dif- 

ferent onded body fractures. Thirty-seven of (9) Phy siological fusion. at the articulations 
the 100 cases were without other fractures or as- °! the vertebrae is to be desired, and did occur in 
sociated injuries. Eight of the 100 cases devel- * number of ow this — 
oped renal stones during convalescence following (10) Operative fusion is indicated in a certain 
a fractured vertebra. type of spinal vertebral fracture, especially when 


roentgenograms show a delayed development of 
bone union over an average period of time fol- 
lowing trauma, or in cases with severe persistent 


The following conclusions have been made fol- 
lowing observation of the above series of cases: 
(1) First aid, that is, proper splinting, careful 


(11) Operative fusion does not always relieve 


*Read in General Clinical Session, Southern Medical Associa- Pain in the back, but usually should prevent fur- 
tion, Twenty-Fifth Annual Meeting, New Orleans, Louisiana, ther collapse of the vertebrae. Hibbs’ spinal fu- 


November 18-20, 1931. Sees h h 
hip sion is preferred by the author. 
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AUTHOR'S MODIFICATION OF HERZMARK’S CONVEX ADJUSTABLE BRADFORD FRAME* 


The frame is of spec’al use for treating anterior 
compressed fractures of the spinal vertebrae where 
hyperextension of the spine is desired. It can easily 
be adjusted to the region involved. The frame can 
also be used in treating other fractures or involve- 
ments of the spine, even though hyperextens‘on is not 
desired. 

Sketches in Fig. 1 show the following: 

A and A! and B and B! show solid iron rods 0.9375 
inch by 14 inches long, which are held in place by 
the four 0.75-inch elbows, which are attached to C 
and C!. The iron rods have through and through 
holes placed 2 inches apart, commencing 4 inches from 
the elbows. The iron rods fit within the 1-inch pipes 
shown as D and D! and E and E!, and allow for ad- 
justments. The pipes and iron rods are held in place 
by bolts and wing nuts as shown in L and L! (side 
view). These winged bolts are 0.25 inch by 1.5 inch. 

E and E! are 40 inches long, and make a_ lock 
joint with D and D! (see sketch K-1 in the side view 
and K-2 in the top view). This lock joint prevents 
the frame from overflexing. E and E! also receive 
the iron rods B and B!. D and D!, which make up 
part of the head of the frame, are 16.5 inches long, 
which connect with E and E! by the lock joint (see 
above), and also allow for the reception of the solid iron 
bars A and Al. 

C and C! are 0.75-inch pipes, 22 inches long. The 
width is made greater than the average Bradford frame 
in order to receive the patient’s arms and forearms. 

G shows a %-inch turnbuckle, which is 17.5 inches 


long, the body of the handle being 7.25 inches long. 
This turnbuckle apparatus connects with J and H 
(side view), which are iron bands one inch by one- 
eighth inch. H is 22.5 inches long from F to the 
turnbuckle screw, and J is 5 inches long from the at- 
tachment at F! to the turnbuckle screw. These pieces 
are bradded to F and F!. 

F and F! show iron bands 1.25 inches by 0.25 
inches which connect and stabilize E and E! and D 
and Dl. F and F! are 22.5 inches long and are turned 
at a right angle, extending vertically for 6 inches up 
to the attachment on D and D! and E and El. F 
and F! are held in place on the above pipes (D and D! 
and E and E!) by encircling the corresponding 1-inch 
pipes, and are firmly bradded in p’ace. 

K! and K2 show sketches of the lower end of 
pipe D and D!, which fits in the upper end of pipe 
E and E!. K! is the flattened end of the lower part 
of D and D!, and comes to a sharp point at the upper 
edge, which prevents the overflex'ng of the frame, and 
tapers back diagonally to about an angle of 15 to 20 
degrees. This flattened pipe is 0.25 inches thick and 
1.5 inches wide and 2.5 inches long at its longest point. 
A slit 5/16 inches wide and 2 inches long is made 
the upper part of pipes E and E! for receiving the 
lower end of pipes D and D! (see K*). These pipes 
are held in place at the lock joint by a 7/16-inch iron 
pin. 


Jour. 


*Herzmark, M. H.: An Adjustable Convex Frame. 
Bone and Joint Surg., 11: No. 4, Oct., 1929. 
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(12) Osteoarthritis was a common complica- 
tion in this series in patients past forty years 
of age. 

(13) More than one fractured vertebra is 
sometimes seen, and they may be at d fferent 
levels. 

(14) The majority of back injuries have asso- 
ciated fractures or injuries in other parts of the 
body. 

(15) Manipulative reduction under a general 
anesthetic in anterior compress‘on fractures of 


Fig. 2 

Upper photograph shows a patent with an anterior 
compressed fracture of the spinal vertebra being treated 
on a convex Bradford frame. Hyperextension of the 
spine can easily be increased by adjustment of the 
turnbuckle below the frame. In the persistent cases 
which will not easily reduce, traction to the head 
and pelvis and the lower extremities is advisable. In 
fractures of the spine without any anterior compres- 
sion either of a moderate or severe type, or in the 
aged, this type of Bradford frame is us2fu!. How- 
ever, no hyperextension of the spine or convexity of 
the frame is carried out. When sufficient reductiou 
has been accomplished in the anterior compressed ver- 
tebra fractures, and after the acute symptoms in either 
type of case have subsided, that is, after marked pain 
and shock which usually pers'sts tor a few days, has 
subsided, the patient may or may not have a plaster 
cast fixation applied. In some cases, however, it may 
be desirable to use the Bradford frame auring the 
whole period of bed convalescence and later apply 
an ambulatory support. 

The lower photograph shows the method for fixing 
the frame to the bed. The foot of the bed is shown 
here. Fixation is carried out with the aid of 1.5 inch 
by 0.25-inch iron bands. 
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the vertebrae is indicated only in certain select 
cases and should be done only by experienced 
surgeons. 


(16) In anterior compressed fractures of the 
spinal vertebrae the author uses gradual hyper- 
extension of the spine (with or without traction 
to the head, pelvis and legs) with the aid of a 
convex Bradford frame (modified Herzmark), 
with increasing gradual hyper-extens‘on of the 
frame bringing about hyper-extension of the 
spine. The Rogers frame or its equivalent is 
also recommended. When reduction is accom- 
plished, a plaster body cast is applied, molding 
the cast to the normal curves of the spine, and 
then the patient’s condition is treated like any 
other uncomplicated fracture of the spinal ver- 


The lower photograph shows the method for apply- 
ing a body cast for bed treatment when treating ante- 
rior compressed fractures of the spinal vertebra. In 
fractures of the lower dorsal or lumbar regions it is 
necessary to apply the cast only over the shoulders. 
In fractures of the upper dorsal region, if there is 
a tendency for dislocation the cast is extended over 
the head. It is not always necessary to extend the 
cast below the knees. The patient’s feet are being held 
by a foot attachment (Conwell’s) to the Hawley 
table. The patient is resting on a Si'ver’s canvas ham- 
mock support. 


The upper photograph shows a composite plaster body 
cast applied for fractures involving the cervical, dorsal 
and lumbar region for bed treatment. Bivalving of 
the cast with the application of belts and buckles can 
be carried out. However, th’s should be done only 
in the very late stage of convalescence. 


A 
Fig. 3 
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tebra. In some instances the patient’s entire 
bed treatment can be carried out on the frame, 
using a plaster body cast only in the ambulatory 
stage. 

(17) Generally speaking, fractures of the cer- 
vical vertebrae without displacement should be 
fixed by an ambulatory body cast extending from 
around and under the chin and occiput to the 
hips, while traction is being made on the head. 
The cast should generally be worn about four 
months or longer, depending on callus formation. 
Later, a metal brace should be worn until firm 
union of the fractured vertebra is accomplished. 
An ambulatory metal brace preferred by the au- 
thor is the Taylor back brace with metal head- 
piece attachment. 

In very slight cervical fractures, a Thomas 
collar or its equivalent is all that is usually nec- 
essary. 

In cervical vertebra dislocations or fracture- 
dislocations, early reduction should be done if 
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possible. Reduction should be done with care, 
Immediate fixation in a plaster cast following re. 
duction should be carried out. Avertin has been 
used by the author with advantage. In a few 
cases there is noted a tendency for re-dislocation, 
which necessitates traction to the chin and occi- 
put in bed for a few days, then later a complete 
fixation in a plaster cast. 

If there is a possibility or a fear of doing dam- 
age to the cord by a closed manipulative reduc- 
tion in those cases with a fracture-dislocation of 
the cerv:cal vertebrae, traction to the head, chin 
and occiput w:th sandbag supports on each side 
of the head, with the patient in bed, should be 
carried out. When reduction is satisfactory and 
sufficient fixation has taken place to prevent re- 
dislocation, a plaster cast fixation support is ap- 
plied. 

(18) Patients with fractures of the dorsal and 
lumbar vertebrae should generally be kept in bed 
ten to twelve weeks, whether on a frame 


Fig. 4 


Left, roentgenogram showing a marked anterior compressed fracture of the 
second lumbar vertebra treated by hyperextension of the spine with the 
aid of the convex Bradford frame. 


Right, roentgenogram following reduction. 


The patient developed good func- 


tional resu:ts, and returned to full duty. 
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or a plaster body cast, then in an ambu- 
latory plaster body cast until sufficient callus 
formation has taken place, which averages about 
three or four months. This is followed by a 
Taylor or Osgood back brace or the equivalent. 
In fractures of the upper dorsal regions the cast 
should extend over the shoulders. All body plas- 
ter casts should be molded to the normal curves 
of the spine and back. 

Dislocations or fracture-dislocat‘ons of the 
dorsal or lumbar spine are generally best treated 
by slow, steady traction and counter-traction. 
Open reduction is usually indicated in persistent 
cases. There are cases, however, with fracture- 
dislocations without cord injury where there is a 
possibility of doing damage to the cord if any 
further attempt at reduction, either open or 
closed, is carried out. These cases are best 


Fig. 5 

Upper photograph, method for applying traction in 
fracture-dislocations of the cervical spine which have 
been reduced, but have a tendency to redislocation; 
or the method to be used when one hesitates to use 
manipulative reduction of fracture-dislocations of the 
cervical spine for fear of cord injury. 

Lower photograph, sandbags applied on each side 
of the head to prevent rotation or undue motion of 
the head and neck. Traction is not removed until 
sufficient fixation and as much reduction as possible 
of the fracture dislocation have been accomplished. Fix- 
ation in plaster or its equivalent is then to be used. 


treated by fixation in plaster body cast in bed as 
in uncomplicated cases. 


Firm fixation in a plaster cast should usually 
be done immediately following reductions in dis- 
locations or fracture-dislocations of the dorsal 
and lumbar spine. When traction and counter- 
traction are used they should not be removed 
until one feels confident that no further re-dis- 
location will take place. Immediate fixation, 
hcwever, should be applied, usually a_ plaster 
body cast when traction is removed. 


Fractures of the spine in the very aged or the 
slight fractures of the spine, especially in the 
dorsal region, at any age, usually demand only a 
few weeks’ rest in bed with fracture boards under 
the springs and mattress, generally without plas- 
ter body cast fixation. A Bradford frame or its 
equivalent may or may not be used. Some form 
of ambulatory fixation, a Taylor or Osgood brace 
or the equivalent, should be used after the pe- 
riod of bed treatment. 


Fig. 6 

Upper photograph, the cast to be used in fractures 
of the !umbar region while the patient is in bed. 

Lower photograph, a patient with an anterior com- 
pressed fracture of the spine being treated on a simple 
Bradford frame which has been curved to the desired 
convexity. When the convex Bradford frame cannot be 
secured, this type of treatment is to be desired. Note 
the four-piece mattress. No convexity of the frame 
is carried out when no hyperextension of the spine is 
desired. 
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This type of case is frequently over-treated. 
It must be remembered, however, that the slight 
fracture is often overlooked, not diagnosed early 
enough, and not followed up properly, with the 
development of a collapse of the vertebra as the 
result thereof. 

(20) Too early weight bearing, sitting or 
walking should be avoided. This error frequently 
brings a collapse of the vertebra regardless of the 
efficiency of the ambulatory support. 

(21) There is no doubt that when collapse 
does take place in some spinal vertebra fractures, 
which originally had good position, and imme- 


diate proper treatment, the cause is an interfer- ~ 


ence with the nutrient blood supply which oc- 
curred at the time of injury. 

(22) Supports should not be removed until 
proper assurance by physical examination and 
roentgenograms shows sufficient callus formation 
to be present. All supports, however, should be 
removed as early as possible to prevent muscular 
wasting and a mental disability. 

(23) The psychological element in treating 
patients with fractures of the spine is important. 
The patient’s exact condition should be ex- 


Left, ambulatory plaster cast and fixation for treat- 
ing fractures of the cervical spine. The cast should 
extend around and under the chin and occiput down 
below the brim of the pelvis. 

Right, ambulatory plaster cast fixation for fractures 
of the dorsal and lumbar region, cast extending over 
the shoulders. 


plained to him by the physician, and he should 
be assured that he is going to get well and wil] 
have an excellent chance to get back to his orig- 
inal occupation. 

If the patient thoroughly understands his con- 
dition, especially the compensation case which 
generally averages a longer disability than does 
another man with a corresponding injury, and if 
the injured man is assured that he is going to be 
given every treatment necessary to obtain a good 
result, he will cooperate better with the physi- 


Fig. 8 

Roentgenogram showing a comminuted fracture of 
the twelfth dorsal vertebra treated by the conserva- 
tive method, that is, on a Bradford frame without 
hyperextension of the spine. Later a plaster body 
cast fixation extending from over the shoulders to 
the knees and later an ambulatory body cast and Tay- 
lor back brace were used, with excellent functional 
results. | Note the physiological fusion between the 
eleventh and twelfth dorsal and first lumbar vertebrae. 
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GUANIDINE AS A TOXIC SUBSTANCE IN 
THE BLOOD OF INFANTS FOLLOW- 
ING ACUTE DEHYDRATION* 


By Horton Casparis, M.D., 
Nashville, Tenn. 


One of the most difficult problems of those 
working with children is that presented by the 
child with an acute gastrointestinal disturbance 
sufficiently severe to have upset, chiefly through 
water and salt loss, the acid-base relationship of 
the blood to the extent of producing symptoms 
of acidosis or alkalosis. As a result of the work 
of Marriott,! Hartmann,” Gamble’ and others, so 
much has been learned about the blood chem- 
istry of this type of disturbance that, with good 
working facilities, one can determine pretty ac- 
curately the extent of the acid-base imbalance 
of the blood, and by the admin‘stration of fluids, 
glucose and the proper salts, the acidosis or the 
alkalosis, as the case may be, can be relieved. 
The transfusion of blood seems to be of addi- 
tional value. But because in many cases there 
is a tendency for a recurrence of the acid-base 
imbalance and the persistence and even the ap- 
pearance of new severe symptoms after correc- 
tive treatment, most observers feel that there 
is some unrecognized toxic substance that is not 
being combated by the usual treatment. It is 
the purpose of this paper to discuss the behavior 
of a substance which we have found in the 
blood of these infants, a substance which, in 
comparable amounts in the blood of experimental 
animals, produces similar symptoms. 

It was in connection with some investigations 
that Dr. A. S. Minot was making that we were 
first prompted to take up the particular study 
with which this paper deals. Dr. Minot,* who 
is respons‘ble for all of the chemical experimental 
work which will be reported here, was studying 
the toxic symptoms accompanying acute liver 
damage produced in experimental animals by 
carbon tetrachloride. The symptoms presented 
by these animals were gastrointestinal irritation 
manifested by diarrhea and vomiting, and rest- 
lessness often leading to manifest tetany with 
convulsions and occasionally deep coma. Marked 
hypoglycemia appeared later. All of these 
symptoms she found could be relieved by the 


*Read in Section on Pediatrics, Southern Medical Association, 
Peat Annual Meeting, New Orleans, Louisiana, November 


*From the Department of Pediatrics, Vanderbilt University 
Medical School. 
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administration of calcium. With a picture of 
tetany in the presence of normal serum calcium, 
and without alkalosis, in fact with varying de- 
grees of acidosis, it seemed definitely that there 
was a need for calcium, not because of calcium 
lack, but because of the presence of some sub- 
stance acting antagonistically to calcium. It 
had previously been shown that guanidine acts 
antagonistically to calcium, and Frank, Stern, 
and Nothmann® and others had shown that 


guanidine, which is a nitrogenous base with 
/ 


the formula C=NH, or some of its closely re- 


lated derivatives, such as methyl guanidine, was 
capable of producing the toxic symptoms de- 
scribed above. So by using a_ colorometric 
method which was elaborated by Major and 
Weber® for the measuring of guanidine in small 
amounts of blood, she found high guanidine 
levels in the blood of these animals with toxic 
symptoms. She went a step further and dem- 
onstrated the causal relationship between the 
high guanidine levels in the blood and the toxic 
symptoms described, by administering guanidine 
to normal dogs. When similar concentrations 
of guanidine were maintained in the blood, the 
dogs became restless, some developed tetany 
with convulsions followed in some instances by 
coma, there was diarrhea and the vomiting of 
brownish material, and all developed varying 
degrees of acidosis. All of these symptoms could 
be relieved or prevented by calcium administra- 
tion. 

Now, let us recall the similarity of the symp- 
toms produced by guanidine poisoning to the 
severe symptoms presented by the sick infants 
who have become rapidly dehydrated and have 
developed acidosis. They become restless, occa- 
sionally have symptoms of tetany, they may 
have convulsions or may be drowsy or comatose, 
they vomit brownish material, they are difficult 
to keep out of acidosis, and the diarrhea tends 
to persist without adequate cause. Not only is 
there a similarity in the symptoms of the in- 
fants and the poisoned animals, but we found 
that the blood of these infants contained the 
same high guanidine levels as were found in 
the blood of the poisoned animals. A report 
by Dodd, Minot and myself’ of our first pa- 
tients studied at the end of the summer of 1930 
has already been made. During this past sum- 
mer we have had an opportunity to make much 
more extensive observations. 

As determined by the method mentioned 
above, one finds in normal infants 0.2 to 0.4 
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mg. of guanidine per 100 c. c. of blood. In the 
blood of severely and rapidly dehydrated in- 
fants we have found concentrations of guanidine 
in amounts ranging from 0.6 to 1.5 mg. per 
100 c. c. of blood. Usually the higher levels 
have been found in instances when the dehy- 
dration has been most rapid. These levels are 
quite comparable to those found in experimental 
animals showing symptoms of guanidine poi- 
soning. The hypoglycemia which was a com- 
mon finding in the dogs with damaged livers, 
and just before death in the dogs experimentally 
poisoned by guanidine, has been found only 
occasionally in these infants. 

The similarity of the symptoms and the blood 
chemistry findings in the infants and the ex- 
perimental animals seemed to indicate definitely 
that we are dealing with the same or a similar 
toxic agent in both, and since the value of cal- 
cium in combating this toxic substance in ani- 
mals had been demonstrated, we felt justified 
in adopting this method of treatment in the in- 
fants. In addition to the usual treatment ad- 
ministered to these infants, calcium gluconate 
has been used. Although the dangers associated 
with the intravenous administration of calcium 
are well recognized, we have found it well within 
the limits of safety to give 3 to 6 c. c. of a 10 
per cent solution intravenously. The size of 
the dose varies with the size of the infant and 
the 10 per cent solution is diluted to about 1 
per cent in other fluids. We usually give the 
first dose intravenously because of the immediate 
need and accompany it with 5 to 10 c. c. of 
the undiluted 10 per cent solution given intra- 
muscularly, so there will be a continuous supply 
of calcium from the more slowly absorbed in- 
tramuscular injection. If more than 5 c. 
c. is to be given intramuscularly, the 
dose should be divided and given in sep- 
arate places to prevent the possible devel- 
opment of a sterile abscess. The drug given by 
mouth apparently is not sufficiently well or 
quickly absorbed to relieve symptoms. If one 
begins with an intravenous injection accompa- 
nied by an intramuscular injection, the intra- 
muscular injection should be repeated about 
every twelve hours until the patient is well on 
the way to recovery. The period of calcium 
gluconate administration may continue for three 
or four days or a week. One may return to in- 
travenous injections if the symptoms of restless- 
ness, tetany, brownish vomitus, or marked diar- 
rhea persist or reappear. It seems quite im- 
portant to maintain sufficient fluids fairly con- 
stantly. That is, after giving what one considers 
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an adequate amount, if one waits too long to 
supplement this amount during the continuation 
of diarrhea, there is apt to be a rapid shift of 
tissue fluids to the blood stream, which is usy- 
ally accompanied by an increase in the guani- 
dine level of the blood and also an increase of 
the symptoms which we have attributed to guan- 
idine. 

Although it is quite evident from what has 
been said that there is much to be learned about 
this whole subject, we do think that since we 
have been using calcium gluconate to combat 
the toxic symptoms which we have attributed to 
the presence of increased amounts of guanidine 
in the blood, we have obtained better results 
than we did before beginning the use of calcium 
gluconate. We have had several children with 
carbon dioxide combining powers as low as 10 
and hydrogen ion concentrations as low as 7: 
also a number of infants who have vomited 
brownish material, who have recovered under 
the treatment described. We recognize of course 
that without the careful correction of the acid- 
base disturbance, the addition of calcium ther- 
apy would have little value. 

In regard to the source of guanidine, little is 
known. Chemically, it is related to creatin, and 
the guanidine group is present in the fairly 
common amino acid, arginin, but no metabolic 
relationship between guanidine and either of 
the other two is known. It has been mentioned 
that guanidine is produced by autolyzing tissue, 
and since we have seen high guanidine levels 
in the blood following rapid dehydration or rapid 
shifts from the tissues to the blood stream, it is 
possible that the waste material of autolyzing 
tissue may be swept into the blood stream in 
that way. 


SUMMARY 


Our treatment of infants who are severely 
sick as a result of marked fluid and salt loss 
resulting from acute gastrointestinal disturb- 
ances has in the past been somewhat discourag- 
ing, due to the fact that severe symptoms often 
persist or new ones appear after corrective treat- 
ment has been instituted. Because of the sim- 
ilarity of these symptoms to those seen in ani- 
mals poisoned with guanidine, guanidine deter- 
minations were made on the blood of these in- 
fants, and high levels were found in their blood 
similar to the levels found in the blood of dogs 
poisoned with guanidine. Because it had been 
shown that calcium administered to the toxic 
animals relieved them of their symptoms, we 
made calcium therapy a part of our regular treat- 
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ment of the dehydrated sick infants. Since be- 
ginning this form of treatment, we are convinced 
that our results have been better than those be- 
fore calcium therapy was used. 


No attempt has been made to include in this 
discussion many of the interesting details con- 
nected with this study. Various phases of the 
subject will be taken up in later communica- 
tions. It is quite evident that more investiga- 
tion of substances of the guanidine group and 
their behavior is necessary. 
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DISCUSSION (Abstract) 


Dr. Alexis F. Hartmann, St. Louis, Mo.—It seems very 
likely that in some cases, at least, guanidine is one of the 
important factors in the production of symptoms of in- 
toxication and death. Dr. Casparis and Dr. Minot ap- 
parently feel that the origin of guanidine is the tissue 
cell, damaged as the result of dehydration, acidosis and 
possibly toxic substances absorbed into the blood stream. 
For some time we have felt that the symptoms of “‘in- 
testinal intoxication” were the result principally of 
absorption from the intestinal tract of toxic substances, 
chiefly amines, and our most recent therapeutic efforts 
have been designed, first, to relieve acidosis and dehy- 
dration, and then to prevent further absorption of toxic 
amines from the intestinal tract by limiting the growth of 
B. coli in the stomach, duodenum and upper small intes- 
tine. Our results, while encouraging, have been by no 
means entirely satisfactory and we shall welcome the 
opportunity of adding Dr. Minot’s treatment to that of 
our own. 


; Dr. Casparis (closing) —Dr. Hartmann is quite right 
in suggesting that this substance which we have been 
considering might be one of the toxic amines. We have 
jelt rather strongly that it was one of the guanidine 
group because a group of symptoms similar to those seen 
in these infants with high blood “guanidine” levels is 
produced in normal animals by injecting guanidine in 
sufficient amounts to maintain comparable concentra- 
tions in the blood. Then too, in view of the well recog- 
nized antagonism between guanidine and calcium, the 
fact that calcium administrations to these toxic infants 
Produces definite relief, lends further support to the 
belief that this substance belongs to the guanidine group. 
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However, there is much to be learned. In the first 
place, the test which has been used is none too specific. 
Next, we should like to know more about the sub- 
stance, for example, exactly what it is, its source, the - 
explanation of its appearing in increased amounts in 
the blood under certain conditions, and what happens 
to it. 


DIAGNOSIS AND TREATMENT OF 
BRONCHIECTASIS* 


By Auton Ocusner, M.D., 
New Orleans, La. 


Bronchiectasis is probably the most chronic 
pulmonary affection which man is heir to. Un- 
fortunately, bronchiectasis, until relatively re- 
cently, has not been considered nor diagnosed 
frequently enough by the medical profession, 
and many patients with cough, expectoration, 
slight pyrexia and hemoptysis have been 
wrongly diagnosed as tuberculous. So frequently 
is this error made that one should suspect bron- 
chiectasis in an individual with these symptoms, 
and in whom repeated examinations of whose 
sputum are negative for tubercle bacilli. 

The causes of bronchiectasis are varied. 
Whereas congenital malformations may be re- 
sponsible for the development of bronchial dila- 
tation with subsequent infection, the majority 
of cases of bronchiectasis begin as _ respiratory 
tract infections which are followed by dilatation. 
The respiratory infections which frequently pro- 
duce bronchiectasis are influenza, pertussis, and 
chronic bronchitis. Of equally great importance 
are the chronic infections of the upper respira- 
tory tract which by constant discharge into the 
lower respiratory tract infect the bronchial mu- 
cosa producing inflammation, dilatation, and 
subsequent fibrosis. As a resuit of the destruc- 
tion of the normal cilia of the bronchial mu- 
cosa, stasis is favored, which in turn favors the 
progression of the infection. The importance of 
the above mentioned respiratory infections, es- 
pecially sinusitis in children, cannot be over- 
emphasized, a fact which at the present time 
is not sufficiently appreciated. 

The clinical picture of bronchiectasis varies 
considerably with the extent of the lesion and 
the degree of infection. Contrary to the opinion 


*Read in General Clinical Session, Southern Medical Association, 
Twenty-Fifth Annual Meeting, New Orleans, Louisiana, November 
18-20, 1931 

*From the Department of Surgery, Tulane University School of 
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which is expressed in most text-books, the clin- 
ical picture of profuse expectoration of fetid 
sputum is not necessary for a diagnosis of bron- 
chiectasis. Also contrary to the widely accepted 
view that bronchiectasis occurs only in advanced 
age, the lesion may and does frequently occur 
in young adult life, even in young children. 
The diagnosis of an advanced case of bronchi- 
ectasis with profuse expectoration of large quan- 
tities of foul, fetid pus is relatively easy and can 
usually be made on the history and physical find- 
ings alone, but the diagnosis in the early cases 
of bronchiectasis, those in which expectoration 
is much less marked, may be difficult or even 
impossible from the history and physical find- 
ings. The symptoms may not be severe and 
frequently the condition is diagnosed as chronic 
bronchitis. A positive diagnosis can be made 
in this type of case only by means of a roent- 
genogram taken after the introduction of a con- 
trast substance into the tracheobronchial tree. 
In the doubtful case or in the individual in 
whom a bronchiectasis is suspected, a diagnostic 
filling with iodized oil should be made in order 
to visualize any deviation from normal in the 
tracheobronchial tree. 


The technic of performing a bronchography 
varies in different hands and it is not the pur- 
pose of this presentation to d’scuss the various 
technics employed. In the series of cases re- 
ported in this presentation, the “passive” tech- 
nic* has been used. It consists of the introduc- 
tion of iodized oil into the tracheobronchial tree 
following anesthetization of the antericr tonsil- 
lar pillars in order that the swallowing reflex 
shall be abolished. The advantages of the pas- 
sive technic are that it is easy to perform and 
requires no special training. It is neither dif- 
ficult for the physician nor the patient, and in 
no instance in the present series has a patient 
objected to a refill. 

Until recent years, the treatment of bronchi- 
ectasis has been more or less unsatisfactory and 
has consisted largely of conservative measures. 
Ideally the procedure of choice in a unilateral 
bronchiectas’s limited to a single lobe would be 
extirpation of the diseased process. In the ad- 
vanced unilateral lesion, this is ideally the 
method of choice, but has the disadvantage of 
being a formidable procedure. With improved 
technic, however, the results obtained by lobec- 
tomy should be, and undoubtedly will be, better 


*Ochsner, Alton: Bronchography Following the ‘‘Passive’’ Intro- 
duction of Contrast Media into the Tracheobronchial Tree. Wis- 
consin Med Jour., 25:544, 1926. 
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in the future. However, it must be reserved for 
the more advanced lesions in which such an 
extensive operation is justified. Relief of stasis 
by means of postural drainage is indicated in 
all cases of bronchiectasis, and much can be 
accomplished by its use. The dehydration 
therapy advocated by the Germans offers rela- 
tively little as regards a cure. The repeated 
introduction of iodized oil into the tracheobron- 
chial tree has given encouraging results in our 
hands and has been used by others with similar 
results. It has been the observation of most 
individuals performing bronchographies that pa- 
tients are relieved following the diagnostic fill- 
ing with iodized oil. Because of this temporary 
improvement, I have employed repeated fillings 
in cases of bronchiectasis and have been so 
satisfied with my results this method of treat- 
ment has been used in 173 cases of bronchiec- 
tasis. 


The improvement in bronchiectasis produced 
by the introduction of iodized oil into the 
tracheobronchial tree is probably due to two 
factors. Undoubtedly the oil, by virtue of its 
presence, tends to displace the contained secre- 
tions and to allow them to be expelled. In ad- 
dition, I believe that idoized oil when injected 
into the tracheobronchial tree exerts a_bacte- 
ricidal effect by virtue of the fact that free 
iodine is slowly liberated. This contention is 
maintained in spite of the fact that in vitro 
experiments show no evidence of bactericidal 
effect of iodized oil. In in vivo experiments, 
however, a definite decrease by actual count in 
the number of organisms in the contained spu- 
tum was found.* 

It is obvious that in a case of bronchiectasis 
in which the normal bronchial wall is trans- 
formed into a rigid, non-yielding fibrous wall, a 
return to function cannot be expected. From 
my own clinical observations, I am convinced, 
however, that in the majority of cases the in- 
fection within the tracheobronchial tree may be 
controlled by repeated introductions of iodized 
oil, thus securing symptomatic relief since the 
infection, and not the mere dilatation, of the 
bronchial tree is responsible for the symptoms. 

The results obtained in the 173 cases reported 
by the author are as follows: In 47 (27.2 per 
cent), symptomatic relief lasting over one years 
time was secured; in 89 (51.4 per cent), symp- 
tomatic relief which later resulted in a recur- 
rence due to a renewed upper respiratory tract 


*Ochsner, Alton: Bronchiectasis. Amer. Jour. Med. Sci., 179: 
388, 1930. 
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infection was secured; in 35 (20.2 per cent), the 
symptoms were relieved, but the patients are 
still under treatment; in 2 (1.6 per cent), no 
relief was secured; in none of the cases was the 
patient made worse. 


TREATMENT OF ACUTE EMPYEMA BY 
THE OPEN METHOD* 


By Frank K. Boranp, M.D., 
Atlanta, Ga. 


By the treatment of acute empyema by the 
open method is meant the treatment by rib re- 
section as contrasted with the treatment by the 
closed method in which intercostal puncture is 
employed. Mullert advances the idea that rib 
resection does not necessarily imply that the 
open method of pleural drainage is being used. 
One may remove a portion of rib and then in- 
troduce a tube into the pleural cavity through a 
comparatively air-tight opening. This appears 
to be an ideal way to drain an empyema cavity, 
with the addition that two tubes should be in- 
troduced, and two large tubes. The tubes are 
forced into the pleura within the grasp of sharp- 
pointed forceps as they make the opening, so 
that in the beginning the opening is no larger 
than the tubes which it transm‘ts. In two or 
three days, however, the pressure of the tubes 
against the yielding edges of the aperture dou- 
bles its size so that in the end an open operation 
has been performed. On the other hand, Eloes- 
ser, in discussing Muller’s paper quoted above, 
makes the point that a dressing soaked with pus 
and moisture over a drain makes every drainage 
a closed one. 

The object of the present paper is to advo- 
cate rib resection, at the proper time, in the 
treatment of acute empyema, instead of inter- 
costal puncture. It is fully realized that spon- 
soring such a procedure is in direct opposition 
to the views expressed by many of the greatest 
authorities on the treatment of empyema. The 
majority of those who have written on the sub- 
ject during the past twelve years recommend 
the closed method, but it is believed that a large 
proportion of operators still prefer and practise 
the open method, but have not had so much to 
say about it in the literature. The open method 


. *Read in Section on Railway Surgery, Southern Medical Asso- 
ciation, Twenty-Fifth Annual Meeting, New Orleans, Louisiana, 
November 18-20, 1931. , 

TMuller, G. P.: Mortality of Operation for Acute Empy- 
ema. Jour. Thoracic Surg., 1:15, Oct., 1931. 


Vol. XXV No. 2 SOUTHERN MEDICAL JOURNAL 151 


has served them so well over a long period of 
time that they are loth to give it up, in spite 
of the objections which are urged against it. 


Playfair introduced treatment by aspiration in 
1873, and Bulau advised interrib puncture in 
1891, but for many years before the World 
War rib resection, advocated by Rosser in 1878, 
was the most popular form of treatment. The 
tremendous mortality (40 to 80 per cent) which 
followed the treatment by early rib resection in 
the epidemics of streptococcal empyema in the 
army cantonments during 1917 and 1918, and 
the subsequent report of the Empyema Commis- 
sion, have been mainly responsible for the dis- 
cussion of the subject which has ensued and the 
adoption of interrib puncture by some operators. 

While it is universally agreed that rib resec- 
tion and open drainage in the early stages of 
streptococcal empyema, with sero-purulent exu- 
date, is to be condemned, and contributed a large 
factor to the mortality in the World War series, 
still it is not fair to blame the method of treat- 
ment for all of the mortality. In a large pro- 
portion of fatal cases the result was due to the 
virulence of the infecting agent, the Streptococ- 
cus hemolyticus, and the outcome would have 
been the same, with or without rib resection. 
Other serous cavities, such as the pericardium 
and peritoneum, were involved simultaneously 
with the pleura, and the infection was general- 
ized and hopeless. 

The observation in one army camp of the 
course of a series of 54 cases of empyema which 
resulted from measles and pneumonia, due to the 
Streptococcus hemolyticus, was as follows: as 
soon as the diagnosis of empyema was made 
(and the pleura often filled with fluid over 
night) all the patients were submitted to rib 
resection and open drainage, as had been the 
routine in civil practice. The surgical staff, ac- 
customed to finding the creamy foul pus of the 
pneumococcus, was amazed at the watery, odor- 
less fluid withdrawn in these cases, something 
which few had seen before. The first three pa- 
tients so treated did not seem to be very sick 
and got well in a few weeks’ time. Then came 
the cataclysm, and patients desperately ill with 
the same kind of infection received the same 
operative treatment, and more than half of them 
died. 

These patients should have been treated sur- 
gically by repeated aspiration until the pus be- 
came thick, and then rib resection and open 
drainage should have been instituted. Later this 
method was used, in a few cases, with a lowered 
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mortality rate. The orthodox treatment by rib 
resection was carried out in most cases, however, 
and as the virulence of the epidemic subsided 
again a few patients withstood such therapy and 
recovered. The conclusion of the matter is that 
some of these soldiers might have gotten well 
without operation, or simply with repeated aspi- 
ration, and that some of them were doomed to 
death from the beginning on account of the pro- 
found, extensive toxemia, and no kind of known 
treatment could save them. 


In spite of all the efforts of the peace-makers, 
war will come again some day, and it is to be 
hoped that the War Department will profit by 
the sad lesson of such epidemics where large 
numbers of soldiers are confined in close quar- 
ters. Would not small tents hous'ng together 
a mininum number of men diminish the spread 
of contagious diseases? 


It is now well recognized that the mediasti- 
num does not form a rigid, unyielding partition 
between the two pleural cavities. Air entering 
one cavity, as from an opening made in the 
chest wall, not only is liable to cause more or 
less complete collapse of the corresponding lung, 
with subsequent deficiency in oxygenation, but 
also may compress the opposite lung. The 
amount of collapse is somewhat proportionate to 
the size of the opening in the pleura. The de- 
gree to which the mediastinum may be stretched 
and displaced, however, must be limited, so that 
the compression produced in the opposite lung 
cannot be very great. Otherwise, when pneumo- 
thorax has caused complete collapse of the lung 
on the open side of the chest, which happens in 
cases of empyema treated too early by open 
drainage, if the lung on the closed side of the 
chest is compressed to any considerable degree, 
every case of pneumothorax should prove fatal. 

Fortunately the type of empyema treated by 
medical officers in the army cantonments is 
rarely encountered in civil practice. It was due 
to the streptococcus, and produced a thin sero- 
purulent exudate which required several days to 
become thick enough to insure the formation of 
a well defined abscess cavity in the pleura. So 
long as a pleural exudate is watery, it means 
that no abscess cavity with fixed, unyielding 
walls has yet been formed, and the introduction 
of air into the space may cause pneumothorax. 
When the exudate has become thick, however, 
and runs with difficulty, or not at all, through 
the aspirating needle, it indicates that the lim- 
iting walls of the cavity are sufficiently firm to 
withstand the force of atmospheric pressure, so 
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that the introduction of air from the outside 
will not cause pneumothorax. Most cases of 
empyema seen in civil practice are due to the 
pneumococcus, and thick, creamy pus develops 
very early, or may be withdrawn with the first 
aspiration. 


If the presence of a thin exudate is embar- 
rassing to the respiration or circulation, the fluid 
should be removed by aspiration frequently 
enough to give relief; daily, if necessary. If the 
exudate does not appear to be adding to the 
discomfort of the patient, it may be left alone 
until it becomes thick enough to be removed by 
rib resection. Aspiration of the pleural cavity 
is not a procedure entirely devo'd of danger, and 
should be avoided whenever possible. It may 
infect fluid which previously was sterile, or it 
may cause air embolism. Air in a systemic 
vein is carried to the lungs and discharged, but 
air in a pulmonary vein may be carried to the 
brain and cause death. No doubt many of the 
serious or fatal cases of so-called pleural shock 
following aspiration are instances of air embolism 
in a pulmonary vein. However, aspiration ex- 
cels all other methods of positively diagnosing 
empyema, and often is the court of last resort. 

While rib resection with open drainage is the 
logical treatment of acute empyema, it is rarely 
indicated during the acute stage of the disease. 
If removal of the fluid becomes necessary, it is 
safer at this time to resort to aspiration. Acute 
empyema is not an emergency like acute appen- 
dicitis. Perhaps one of the causes of too early 
operation in the disease is the fact that pedia- 
tricians, internists and practitioners have become 
more “empyema-conscious” than formerly. They 
are looking for pus in the chest in every case of 
pneumonia, and the day it is discovered many 
physicians expect the surgeon to operate. Such 
early diagnosis is commendable, but too early 
operative treatment must be avoided. 

When the fluid ceases to run freely through 
the aspirating needle, and the acute symptoms 
have subsided, generous rib resection should be 
performed and tubes inserted, as indicated 
above, usually under local anesthesia. The 
longer the operation is postponed the thicker be- 
come the walls of the abscess cavity, and the 
more danger there is of the development of 
chronic empyema. Delayed operation and in- 
complete drainage are the commonest causes of 
chronic empyema. Observation of the closed 
method as practised by others often shows the 
procedure to be long and tedious. If persisted 
in as the sole plan of treatment, with or without 
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suction and irrigation, it does predispose to the 
development of chronic empyema. If the open- 
ing in the chest wall is made large enough very 
little supplemental treatment is ever needed, 
besides changing the dressing. Irrigation of any 
kind is rarely indicated when acute empyema is 
treated in this manner. The tubes are removed 
only when the amount of drainage seems to have 
reached the minimum of decrease. A patient 
should never be discharged from medical super- 
vision with a drainage tube in the chest wall. 
Many cases of chronic empyema have resulted 
from the loss of such a tube in the empyema 
cavity. 

It is often said that the first and most im- 
portant object in any method of treating acute 
empyema is to save the patient’s life. Next 
should be added to this axiom, to save the pa- 
tient’s life as comfortably as possible. If the 
closed method of treatment saves the patient’s 
life, it does not appear to do so comfortably 
and painlessly. Almost continuous manipula- 
tions at the seat of the intercostal puncture seem 
to be necessary. Often the patients are children 
who begin to cry as soon as the surgeon appears 
because they know it means a lot of adjustments, 
pulling and pushing and changing of tubes, as- 
pirating and irrigating. If it does not hurt, it 
keeps a child or a nervous person in constant 
dread of pain. Finally, when one small tube 
cannot be kept open and the patient’s tempera- 
ture and general condition fail to improve, many 
devotees of the closed method admit that they 
perform rib resection after all. How much time 
and suffering could be avoided if adequate drain- 
age were established in the first place! The 
open method is indicated in patients of all ages. 

Many ingenious forms of apparatus have been 
devised for inducing continuous irrigation and 
drainage in the management of cases by the 
closed method. No doubt such means are satis- 
factory in the hands of their inventors, aided by 
a trained corps of assistants, but the average 
surgeon and his patient get along better with 
the simplest paraphernalia possible. Rib resec- 
tion and open drainage performed at the right 
time, not too soon and not too late, will cure 
most patients for most surgeons with the least 
delay, least fear and least suffering. 


DISCUSSION (Abstract) 


Dr. W. W. Harper, Selma, Ala—In looking back on 
my experience, I recall this: the patients whom I 
have lost I operated upon too early. The patients with 
whom I waited until we had “ice cream” pus were the 
patients who recovered with rib resection. I was taught 
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this lesson by getting cases that had been neglected, had 
been overlooked and came to the operating table several 
days after they had empyema. I said to myself, “Here 
are the neglected cases getting well from empyema, and 
the cases we operated upon early die.” Then I quit 
operating upon them early. Now I wait until we have 
thick, creamy pus and since doing that, we have had 
nothing but favorable results. 


I should like to ask Dr. Boland what experience he 
has had with the d’Herelle method of treating these 
cases of streptococcic infection of the chest? D’Herelle 
is a bacteriologist of Yale who has been getting some 
wonderful results with a streptococcic bacteriophage. 
In one case of streptococcic infection I used a strep- 
tococcic bacteriophage, and the results were excellent. 
Whether it is a mere coincidence or not I do not know. 
I believe it holds out hope for these cases, where the 
mortality is high, either with or without operation. 


Dr. E. Dunbar Newell, Chattanooga, Tenn.—During 
the War, I had charge of about 100 empyema cases at 
one time. We learned then that empyema varies entirely 
with the organism that causes the infection of the 
pleural cavity. Where the infection was due to strep- 
tococci, especially hemolytic streptococci, if an early 
operation was done, about 80 per cent of the patients 
died. However, the cases did well in which we aspirated 
the straw colored fluid to relieve tension, with no other 
surgical treatment until the fluid in the chest became 
distinctly purulent. Then we did resection of a part 
of a rib under local anesthesia. 


In our personal cases, most of which, fortunately, are 
due to pneumococcic infection, we are never in a hurry 
to operate as, in our experience, the cases do best if 
the rib is not resected until the fluid is distinctly puru- 
lent. Sometimes, we aspirate enough fluid to make the 
patient comfortable and later do a rib resection under 
local anesthesia, with a rubber tube sutured into the 
pleural cavity, making a water-tight joint. There is 
no leakage around the tube for seven to ten days, and 
during this time the patient is kept clean and comfortable 
and requires very little attention. Where we have seen 
the case from the beginning, we have never had a case 
of chronic empyema. We have treated all our cases for 
many years by rib resection with rubber tube drainage, 
not operating until the fluid is distinctly purulent. We 
always operate under local anesthesia, never using 
ether or gas in these cases. We have operated upon 
many infants and we find that the operation can be 
done just as well under local anesthesia with infants as 
with grown people. 


Dr. George A. Traylor, Augusta, Ga—Dr. Boland has 
drawn a sharp line of demarcation between the type of 
empyema which is most frequently encountered as a 
complication of virulent influenza and that seen in con- 
nection with other respiratory infections. In the former, 
a more watery fluid is encountered and in the latter 
generally a thick creamy pus. Had some of us realized 
at the outset the distinction it is doubtful that opera- 
tive measures would have been resorted to as often as 
they were. It is questionable that much good was ac- 
complished by them. On the contrary, operation in 
those cases in which the pus is thick is usually followed 
by good results, and I am glad to hear the essayist say 
that he still resects a portion of rib. 

Dr. Julian L. Rawls, Norfolk, Va—If I understand 


Dr. Boland correctly he figures on a resection of a 
large percentage of his cases eventually. Of course, I 
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do not suppose any one resects ribs in acute cases. 
That is absolutely in the discard. 

I wonder what his experience has been with the 
method proposed by Dr. Danna, of New Orleans, the 
removal of the fluid with an immediate replacement of 
air by the closed method. I am exceedingly interested 
in this question because I have had some little experi- 
ence with it and I would like to know whether Dr. 
Boland has tried it at all. 


Last year I had five small children in one clinic 
with empyema. Two cases had developed from pneu- 
monia which occurred in the house, under constant ob- 
servation. The other three were brought in after the 
empyemas had already developed. None of these had 
rib resections. Three of them were treated by the 
puncture method. A simple puncture wound is made 
between the ribs and a small part of the contents of 
the chest are drawn off at that time. Our policy is to 
take probably twenty-four hours to empty the chest, 
and during that time we can get practically all of the 
fluid out and get fairly good expansion of the lungs 
before air begins to leak around the side of the tube. 
This usually does not occur for a week. After that it 
may be necessary to introduce some solution like 
Dakin’s in order to get rid of clots and fibrin which 
will not leak out through the small tube. 

I feel that in children at least we get better results 
without rib resection. 


Dr. William P. Herbert, Asheville, N. C—In certain 
cases of tuberculous empyema we cannot resort to the 
open method advocated by Dr. Boland. The last thing 
that we want in tuberculous empyema is a re-expansion 
of the lung. For that reason, we take out as much 
rib and collapse the chest wall in order to obliterate 
the pleural cavity to as large an extent as is possible 
at the time. 


Then the cases are allowed to drain and later on all 
the ribs over that empyema cavity and as much pleura 
as possible are removed. The muscles and skin fall 
into the cavity. 

I advocate very strongly the open method that Dr. 
Boland has spoken of in ordinary cases of empyema. 
I should like to mention the little scheme of putting a 
finger cot on the end of the tube. Cut a little slit in 
the finger cot so the pus can run out, with a safety pin 
and very small piece of ordinary elastic and have your 
opening into the pleura just large enough for the tube 
to fit snugly. Draw the pleura around the tube, so 
there is no discharge around the tube. You then have a 
discharge of pus without any air being drawn 
back into the pleural cavity. This lessens the 
amount of discharge and irritation. It facilitates to a 
great extent the expansion of the lung and shortens 
the case by several weeks, as a rule. At least, it has 
in my hands, and Dr. Lilienthal, of New York, with 
whom I discussed this matter recently (and I would 
like to give credit for this method to him) said it is 
better than any other method he has seen. 


Dr. Boland (closing)—I am not familiar with the 
use of the bacteriophage or Dr. Danna’s method. 

I have never used the closed method because my 
observation of it in the hands of other men has not 
satisfied me that it was the best. In a series of about 
60 cases in private practice of acute empyema I have 
had but one death. All these cases were treated with 
rib resection. This one death was in a child upon 
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whom I operated twenty years ago, and today I would 

not operate upon a patient as sick as that child was. 
I have done rib resection in many young children 

one child five weeks old. ‘ 


IMMUNIZING THE SINUS PATIENT* 


By Joun J. Suea, M.A., M.D., 
Memphis, Tenn. 


The modern concept of the physiology of the 
sinus includes as one of its functions the abil- 
ity to participate in the auto-immunization 
against respiratory infections. 


Fenton and Larsell! attribute this function to 
the histiocytes of the lining membrane. The 
early stages of a common cold are protective, 
and if the patient’s resistance is greater than the 
virulence of the invading organisms, the cold 
terminates uneventfully; but, if the virulence is 
greater than the resistance, the sinus discharge 
takes on a purulent nature and the cold becomes 
a case of sinusitis. If these clinical facts are ac- 
cepted, it is our duty to keep our patients, and 
especially our sinus patients, in a condition of 
health which is capable of resisting the infections 
of their environment. Nature does this through 
its complicated system of auto-immunization, 
and I know of no better medical practice than 
to imitate nature. An individual with healthy 
sinuses needs no artificial immunization against 
colds. ‘ 


PHYSIOLOGY OF THE SINUSES 


The nose is the organ containing the sense 
of smell, and as the ostium of the respiratory 
tract, it should permit natural breathing. The 
paranasal sinuses are more complicated in their 
function: they act as reserve chambers during 
respiration and as hollow spaces, lighten the 
cranium and our tones are more resonant be- 
cause of them.? 

The frontal and sphenoid sinuses are given 
intelligent information in our complicated sys- 
tem of equilibrium, which is shown by the fact 
that vertigo is a symptom of acute frontal sinus- 
itis, or the result of an osteoma within the 
frontal sinus. The above functions are not suf- 
ficient to explain the reason for such an elab- 
orate system as the paranasal sinuses, and the 
most plausible service of the sinuses is to play an 
intricate part in establishing and maintaining 


*Read in Section on Ophthalmology and Otolaryngology, South- 
ern Medical Association, Twenty-Fifth Annual Meeting, New Or 
leans, Louisiana, November 18-20, 1931. 
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our immunity to the infections of our environ- 


ment. 

The behavior of the sinuses during an acute 
cold is parallel with the course of the disease, 
and the nature of the discharge may be taken 
as an index of this progress. The lymphoid tis- 
sue of Waldeyer’s ring is credited with the power 
of selecting the proper flora from the bacteria 
of our environment and by continuous activity 
maintaining our immunity to the more common 
infections. ‘The membrane of the sinuses does 
this in a less pretentious manner, but when the 
tonsils and adenoids have been removed early in 
life, the sinus membrane endeavors to increase 
this function. The early removal of the princi- 
pals of Waldeyer’s ring leaves a greater burden 
on the remainder of the immunizing apparatus. 
All may go well for a time, as is illustrated by 
the initial improvement after a tonsillectomy in 
young children, but when the sinuses falter, we 
have a physiological state converted into a path- 
ological one. The occurrence of the above ex- 
plains why we are seeing more sinus disease to- 
day in the young. Occasionally, you will see an 
acute sinusitis develop in a patient of any age 
as a result of an unsuccessful attempt of the 
sinuses to help the system overcome an acute 
tonsillitis. 

The membrane lining the nasal cavity and the 
sinuses behave in some details alike toward in- 
fection and distinctly differently in others. Both 
membranes by their histological structure are ca- 
pable of pronounced vasomotor disturbances, 
which may be accounted for by their rich sym- 
pathetic nerve supply. The endocrine secretions 
influence this sympathetic control, hence any 
disturbance in the endocrine balance is readily 
registered in the nasal and sinus membrane. 

“Apart from the peripheral and central olfactory or- 
gans there appears to exist a definite physiologic and 
pathologic relationship between the nose and paranasal 
sinuses and the sexual organs. Certain sexual condi- 
tions seem to have a nasal reference and vice versa, 
€. g.. some nasal disorders seemingly are the result of 
sexual irritation or disease. Indeed, there are some 
striking anatomic and physiologic analogies between cer- 
tain portions of the sexual organs and the nose. Men- 
strual life may be established by the occurrence of 
nasal bleeding. Turgescence of the erectile tissue of the 
nasal fossae may regularly accompany menstruation in 
Women with normal nasal mucous membranes.” 
(Schaeffer?) 

The nose reflects many of the abnormalities 
of the sexual system, especially those of the func- 
tional type. This is more consistent in the fe- 
male, and an ovarian deficiency will cause a 
vasomotor relaxation of the nasal membrane. 
The congestion of the turbinates during menstru- 
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ation and early pregnancy may become chronic 
as a result of gynecological pathology. Hence, 
endocrine disturbances or nasosexual reflexes 
should be corrected before attempting artificial 
immunization. 


PATHOLOGY 


In a recent discussion on antral disease before 
a national society, the listeners were left with the 
impression that the histology and pathology of 
the nasal membrane and of the sinuses were the 
same. The histology differs in these mem- 
branes. The membrane of the sinuses undergoes 
more rapid pathological changes and, due to its 
lymphatic drainage, cannot be thought of or 
treated like the nasal membrane. The mem- 
brane. of the nose, though infected for years, 
will never appear like the swollen pyogenic 
structure that one encounters when radically 
opening an antrum which has been the seat of a 
chronic purulent infection. Mullin* and other 
observers have demonstrated abscesses of the 
glandular tissue in such antral membranes. The 
newer work on the histiocytes of the sinus mem- 
brane is to be considered as showing that this 
membrane is capable of phagocytic ability. 

Kistner’? was “able to stain the organisms in 
the tissues in the same relative numbers as we 
recovered them in the culture.” Rosenow con- 
firmed Kistner’s findings as follows: 

“T am sure you will be interested in the fact that I 
have found unmistakable organisms in all of the sec- 
tions of the different cases which you sent me. The 
bacteria were found to be by far the most numerous 
in the deeper layers, especially next to the periosteum, 
less numerous in particularly edematous areas with rel- 
atively slight cellular infiltration peripheral to areas of 
round cell infiltration surrounding the deeper vessels 
and mucous glands, still less numerous immediately be- 
neath the epithelial layer in the submucosa, within the 
epithelial layers itself and in the exudate in the folds 
of the mucous membrane; and they were found least 
often on the surface of the epithelial lining.” 

Pathological conditions within an antrum will 
cause the turbinates of that side to assume a 
congested state. Ethmoidal and frontal sinuses 
when infected often work .against themselves, 
for the absence of free ventilation is the greatest 
disadvantage to the arrest of a fronto-ethmoidal 
sinusitis, and the turbinates by their vasomotor 
swelling misspend a protective effort when they 
attempt to shield the sinuses. 

In brief, it is my personal opinion that the 
paranasal sinuses enter into our auto-immuniza- 
tion. Hence, an acute sinusitis can be aborted 
by artificial immunization or a chronic sufferer 
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from sinusitis be fortified against the infections 
of his environment. 


THERAPEUTICS 


The role of diet, climate, clothing, intestinal 
toxemias, endocrine dyscrasias, etc., will not be 
considered. The methods here considered are 
vaccine, filtrates and non-specific proteins. A 
passing word about the metals. The use of iron 
and arsenic to increase a patient’s resistance is 
as ancient as the practice of medicine. The 
newer intravenous metals as collargol (silver) 
and mercurochrome (mercury) act not only as 
antiseptics, but also stimulate the immunizing 
bodies. 

Vaccines ——Vaccines may be either stock or 
autogenous. Their application may be either 
hypodermal or direct, either to the membrane 
of the sinuses and nares or to large skin areas. 
Our best results have been from the use of a 
vaccine made by taking a culture of the antra, 
isolating the offending organisms, and adding to 
these organisms others incubated in the cultures 
recently sent to the laboratory. These cultures 
are the specimens sent in from acute throat 
cases, sinus and mastoid operations. They rep- 
resent the flora of the current infections. This 
seasoning of the vaccine gives it a wider appli- 
cation. Besredka has done wonders with some 
chronic cases by the use of his filtrate locally in 
. the nose and sinuses. Some of these’ pan-sinus- 
itis patients whose membranes have remained 
diseased in spite of numerous operations will 
clear up with his treatment. 

Non-Specific Protein Therapy.—Milk, lacto- 
gen and many other foreign proteins have been 
used with varying results in acute infections. 
This group should include nuclein, which in 
our hands has helped to terminate many an 
acute sinusitis. For immediate stimulation of 
immunity I depend on omnadin. It stimulates 
the reticulo-endothelial system and its action 
neutralizes the toxic feeling of an acute respira- 
tory infection. It is of value in the postopera- 
tive days of a heavy-sinus infection. In such a 
patient it stimulates some other system to take 
over the labors of the sinuses while they are 
temporarily out of commission due to’ the sur- 
gical interference. 

Cod Liver Oil and Vitamins —Sun baths and 
ultraviolet radiation store up in the body some 
form of resistance. Is it a vitamin? A well 
balanced diet of vitamins is of value and our 
old stand-by, cod liver oil, should be daily ad- 
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ministered to all sinus patients from the time 
they cease to obtain the value of the sun’s ultra. 
violet rays. At the end of the summer the hu- 
man body is best supplied with the units capable 
of fighting upper respiratory infections, and 
from then until the sun after Easter these units 
are consumed. The infections of late win- 
ter and spring find the reserve supply low, 
Hence it is during this period that a sinus pa- 
tient needs all the artificial immunization that 
science can muster to his aid. 


CONCLUSIONS 


(1) The paranasal sinuses are a part of our 
auto-immunization system against upper respi- 
ratory infections. 


(2) When the natural immunity of a sinus 
patient fails, stimulate it artificially. 
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DISCUSSION (Abstract) 

Dr. E. W. Carpenter, Greenville, S. C_—Our ancestors 
possessed methods of vaccination just as efficacious as 
ours today and practised cutaneous vaccinations long 
before we did. Primitive Africans incised the skin and 
rubbed in a paste containing the venom of snakes as 
treatment for serpent bites. The Chinese hundreds of 
years ago placed specific crusts into the nose as a pre- 
ventive for smallpox. They plunged spears into ani- 
mals which had pneumonia and scratched the skin of 
healthy animals as a preventive measure. In the light 
of local immunization of the skin I am confident that 
our grandmothers’ old remedy of bread-and-milk poul- 
tice for boils has more scientific efficacy than they 
were given credit for. 

In treating acute nasal obstruction it is very desira- 
ble to distinguish between endocrine imbalance, infec- 
tion, toxemia and reflexes. 

We are not certain that we know the causative agent 
of acute colds, but we do know that in the discharges 
from this disease staphylococci, streptococci, pneumo- 
cocci and Micrococcus catarrhalis are most frequently 
found. It may be that some filterable virus breaks 
down the barriers and invites these organisms to the 
feast, but in the light of our present knowledge we 
must deal with these known bacteria. 

Chilling of the body is a trauma which lessens re- 
sistance locally or generally and permits resident flora 
to become virulent. Foreign bacteria may be very 
virulent without any lowering of the vital processes. 


Until recently it was impossible to vaccinate against 
staphylococci or streptococci because they did not pro- 
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duce antigens. We now know that they possess great 
affinity for the skin, almost as perfect as the anthrax 
bacillus. We have worked this out with the guinea pig 
in a perfect demonstration of local immunization, and 
also in man by using the intradermal method. 

It is probable that the macrophages of the whole 
reticulo endothelium system engage in the process of 
protection from invasion of the system by bacteria. 

Our observation is that a very large percentage of 
early upper respiratory infections can be controlled by 
using a mass vaccine (which takes about a month to 
prepare), injecting it intradermally, using the same vac- 
cines in the nasal cavities with the displacement method, 
and then placing a generous pledget of cotton soaked 
with the vaccine and ephedrin inhalant under the mid- 
dle turbinate so that the patient may remove it in four 
to six hours. When these cases are seen in the first 
24 hours most acute nasal infections can be aborted. 
Much can also be done in chronic cases by the assiduous 
use of autogenous vaccines in this way. . 

The breaking up and digesting of the bacteria by the 
phagocytes liberates a substance called anti-virus, thus 
creating our immunity. This requires several days in 
vivo. If we can reproduce this process in the culture 
tube and obtain the anti-virus, then we should be able 
to produce a passive immunity by introducing it into 
the human body in a much shorter time. 

There is no doubt about the existence of a genital 
area in the nose and that an upset endocrine balance 
is often reflected in the nasal vasomotor; but it is also 
possible that some of these attacks are instances of sub- 
clinical infections. 

My interest in this subject has been greatly stimu- 
lated by Besredka’s recent work on immunity and I 
heartily commend it to you. 

Dr. E. Lee Myers, St. Louis, Mo.—Dr. Mithoefer, of 
Cincinnati, in 1928 recommended to me the use of 
omnadin, a lipid proteid product brought out by Dr. 
Much, of Germany, and I have found that it has been of 
some service to me. While I have not corroborated any 
of this work by laboratory findings I am convinced that 
the use of foreign material such as this is efficacious. 
A recent visitor from Hamburg, Germany, to the St. 
Louis Medical Society brought out the point that even 
the insertion of a sterile hypodermic needle under the 
skin brings forth an increase of the leucocytes very 
promptly. 

Dr. John G. McLaurin, Dallas, Tex.—It is apparently 
quite significant that in removing the tonsils and ade- 
noids early we are very likely to throw an immediate 
amount of work on the sinuses. I know some physi- 
cians who advocate routine removal of tonsils and ade- 
noids before the age of four. In many instances where 
these structures are the cause of definite trouble for 
the child, it may be necessary to remove them earlier 
in life, but to do so routinely certainly would not meet 
with my approval. At that time in life the sinuses 
have not developed enough to take on additional work 
in the immunizing processes necessary in acute infec- 
tions, and the added burden thrown upon them fre- 
quently means sinus infections later. The tonsils and 
adenoids are two very important organs in Waldeyer’s 
ting and early in life it is quite necessary that they be 
retained if possible to help in the immunizing processes 
that are necessary to the child. 

If, upon making an examination of the nose, we find 
a very large, swollen turbinate, it usually means that 
there is an infected sinus under it. Nature has at- 


SOUTHERN MEDICAL JOURNAL 157 


tempted to wall up the infection, but in the effort to 
do this she has also interfered considerably with drain- 
age and ventilation of the sinuses and that part of the 
nose. 

There is evidently some endocrine imbalance in a fair 
number of vasomotor rhinitis cases. It has been my 
observation that ovarian extract given to women suf- 
fering from vasomotor rhinitis has helped a fair num- 
ber of these cases, and to my great surprise, the same 
agent can be given to some men with a fair amount of 
improvement. 

A good deal has been written regarding the use of 
omnadin. If good results are to be expected from it, 
it must be administered in the first 24 to 48 hours after 
acute respiratory infection starts. 

Dr. Shea mentioned the fact that cod liver oil is a 
most important agent in the treatment of sinus cases. 
I want to suggest that along with the cod liver oil we 
give about 5 gr. of calcium and 1/20 gr. of parathyroid 
two or three times daily. In a few instances I have 
thought that I got some good results from the use of 
bacteriophage instilled into the infected antrum and 
allowed to remain there for 20 minutes at a time. This 
should be repeated about every third or fourth day for 
ten or twelve times. If the phage has been developed 
from the culture made from the infected antrum, it is 
valuable. 


Dr. Wes. C. Thomas, Huntington, West Va.—Vaccines 
are very valuable in prevention and treatment of nasal 
sinus disease. Dr. Shea mentioned the fact that in 
making autogenous vaccines the specimen must be taken 
from the infected sinus and not from the nasal chamber. 
If you take the specimen from the nasal chamber you 
take on to your swab many bacteria resident in the 
nasal chamber but non-pathogenic to the patient. Oc- 
casionally, on the other hand, a specimen from an in- 
fected antrum filled with pus may be seen under the 
microscope to be teeming with streptococci or staphylo- 
cocci, but when this is cultured you get no growth. 
A few days later, after draining this antrum, if you 
make another culture you will find abundant growth. 

If you do not get good results from the use of auto- 
genous vaccines, try again. Another specimen should 
be taken after carefully cleaning the nasal chambers. 
Each time try to get the specimen from the infected 
sinus rather than from the nasal chambers. The chances 
are in case of failure that the organism grown is not 
the one responsible for the disease. 

My experience has been that the proper vaccine will 
benefit all patients suffering from chronic or recurrent 
nasal sinus disease. 

Dr. Sidney Israel, Houston, Tex.—The care of pa- 
tients with sinus disease falls into two general classifi- 
cations from the standpoint of treatment. First, acute 
cases which are amenable to local treatment, in the ma- 
jority of instances; and secondly, chronic cases which 
have run the gamut of all forms of local or medicinal 
treatment and have finally become surgical problems. 


In conjunction with the care of all sinus patients, 
whether the condition be acute or chronic, identical 
requisites are to be observed with reference to their 
general care, which would be indicated in the care of 
any medical or surgical patient. This applies particu- 
larly to their housing or living conditions, atmospheric 
environment, as well as to attention to the nutritional 
or dietary requirements. Especially is this true for 
any vitamin deficiency. This has been demonstrated 
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experimentally and clinically and discussed in medical 
literature on numerous occasions. 

When sinus disease has reached the stage of surgical 
intervention it is a waste of time and energy to at- 
tempt any other procedure for relief. Likewise, it is 
uncalled for to attempt any surgical procedure, in the 
presence of a sinus infection, when only medical or 
local treatment is justified. 


In chronic sinus disease, where extensive pathological 
changes are clearly demonstrable, and have been present 
over a long period, I have yet to see a patient who 
would respond to any other form of treatment but 
complete surgical removal of the sinus contents. 


Dr. Clifton M. Miller, Richmond, Va.—Have we not 
become sinus-crazy? In our enthusiasm for this dis- 
ease, have we not thrown the patient into the back- 
ground? Many cases, particularly those of subacute 
infection, will recover if we treat the general condition 
and stop meddling with the nose. 

What are you going to designate as pathology of the 
sinus? Any of us can, with the assistance of the labora- 
tory, cultivate the bacteria, find the condition of the 
mucous membrane, the polypoid degeneration and bac- 
terial infection, but that is not all of the pathology. 
The pathological condition goes on back through the 
life of the patient. We have to go into that which we 
are pleased to term the etiology, and we do not know 
what we are dealing with even at that. 


Dr. Shea (closing).—If a patient has an acute infec- 
tion of one of his sinuses, it is because his resistance 
has been reduced. If he contracts a cold and success- 
fully resists the infection, he gets well; if his immunity 
fails him, the condition becames an acute sinusitis. The 
sinus subjected to a radical antrum operation can no 
longer normally enter into the act of immunization. 
When we do a radical operation on one or more of the 
sinuses, we do not let the patient fight the battle alone, 
but we utilize every means possible to keep up his 
resistance to the point where he can conquer future 
infection of the sinuses, without the necessity of sur- 
gery. Hence, the patient who has had a radical opera- 
tion is the one who needs immunization, this year and 
in the years to follow. 


PERSONAL EXPERIENCES WITH 
LEPROSY* 


By Howarp Morrow, M.D., 
San Francisco, Calif. 


Thirty years ago we had a shack in San Fran- 
cisco which housed about thirty lepers. Nearly 
all of these were Chinese. The others came from 
different parts of the world where leprosy is en- 
demic. In this group was one white girl with 
advanced nodular leprosy and leonine facies. 
This unfortunate girl became pregnant as 
the result of affection from the white male 


*Read in Section on Dermatology and Syphilology, Southern 
Medical Association, Twenty-Fifth Annual Meeting, New Or- 
leans, Louisiana, November 18-20, 1931. 
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nurse who was supposed to look after the 
bed-ridden patients. Later the superintend. 
ent of this Leper Home was sent to the 
State penitentiary because he became a high- 
wayman during odd leisure moments. It was 
difficult to get the right type of people to look 
after these unfortunates. It was a fortunate 
thing for all concerned when they were moved 
to Carville, where they have physicians and 
nurses to care for them, gardens in which to 
work, plenty of space to walk and loiter and 
ample sleeping quarters, with an individual room 
for each patient. 


In Alameda County, across the Bay from San 
Francisco, there were always a few lepers at the 
County Hospital. A number of cottages were 
set aside for them, and women lepers could be 
well cared for. So for many years when a 
woman leper was admitted to the San Francisco 
pest house, she was sent to Alameda County in 
exchange for a male leper. In this way San 
Francisco had no female lepers, but the worst 
type of male leper was always sent to San Fran- 
cisco in exchange. 


In 1905, while in Panama, I saw a group of 
lepers living in a hut, without sanitation, some 
bed-ridden and without a nurse. If any of these 
are alive, I presume they have been moved to 
Carville. 


A few years ago I visited the lepers on the 
Hawaiian Islands. The leper settlement on Mo- 
lokai is ideally situated, with plenty of space for 
walking, motoring, fishing and gardening. The 
incurables are kept there and at the present time 
there are nearly five hundred men and women. 
Almost all of the patients were receiving injec- 
tions of the ethyl esters of the mixed fatty acids 
of chaulmoogra oil. On account of the very 
slight improvement in these advanced cases and 
on account of the pain following the injections, 
this type of therapy was not compulsory and 
many patients discontinued treatment. 

To the world at large these patients are looked 
upon as prisoners. Although it is impossible 
for them to leave the settlement, very few would 
care to do so because of the ideal living condi- 
tions. The reservation is surrounded on three 
sides by ocean and on the south side by moun- 
tainous cliffs three thousand feet high. There 
is a trail passing over the cliff. Guards prevent 
people from going back and forth over this trail 
unless they have passes. The food that is not 
raised on the plantations is brought by steamer 
from Honolulu. Lepers are allowed to marry 
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and their children are handled by healthy nurses 
and later removed to an orphanage in Honolulu. 


In the Hawaiian Islands early cases of lep- 
rosy are cared for and treated at Kalihi Hospi- 
tal. a modern institution a few miles from the 
city of Honolulu. Advanced cases and hopeless 
cases are sent from Kalihi to Molokai. The 
cases at Kalihi are treated with various prepa- 
rations of chaulmoogra oil, encouraged to bathe, 
are well fed, and they are paroled as rapidly as 
possible. The paroling of improved cases and 
those which are bacteriologically negative en- 
courages early cases to report to the settlement 
for treatment and observation. Some of the pa- 
roled cases show exacerbations of the infection 
and are again admitted to Kalihi Hospital for 
further treatment. 


TREATMENT 


Thirty years ago, chaulmoogra oil was given 
by mouth in increasing doses until the patients 
could no longer tolerate the drug. Quinine had 
its advocates. Arsenic was given in various 
forms. By some, strychnine was believed to be 
curative. Vaccines were prepared from various 
cultures. Patients were not given baths; fresh 
air, good food and their general physical condi- 
tion was not considered. Dr. Muir, of Calcutta, 
has been the great advocate of treating the pa- 
tient as well as the disease. 

As years went by, the ethyl esters of the mixed 
fatty acids of chaulmoogra oil were considered 
the best type of treatment. At the present time 
it is the consensus of opinion that the best treat- 
ment depends, not on the preparation of the oil 
used, but on getting it into the system in a suf- 
ficient dose, and continuing it over a period of 
years. If it is given by mouth, the amount 
must be such as not to upset the digestive tract. 
If it is given intramuscularly, a preparation must 
be used which will not cause the patient pain. 
Dr. Muir is getting good results from intramus- 
cular treatment by using the pure oil from 
hydnocarpus wightiana, with 4 per cent creosote 
as an antiseptic. This gives little pain and costs 
one-twentieth as much as the ethyl esters. Ab- 
sorption of the oil from the intestinal tract seems 
to be as rapid as the absorption from muscle. 
Unless the oil disagrees with the digestion, this 
is the most practical type of therapy. In Car- 
ville, where there are over three hundred and 
sixty patients, over half are taking chaulmoogra 
oil by mouth as routine treatment. Dr. Denney 
uses an enteric coated capsule which allows large 
doses to be given by mouth without nausea. 
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One hundred and twenty patients are taking 
bi-weekly intramuscular injections of benzocaine 
chaulmoogra oil, 3 c. c. for each injection. A 
survey of this group shows a general improve- 
ment in nearly all patients. A number were 
treated with vaccinated calf serum; some with 
mercurochrome and glucose intravenously. Ac- 
riflavine has also been used. The results from 
these latter types of therapy have not warranted 
much enthusiasm. 


The various salts of chaulmoogra oil may be 
given intravenously, but the results are no better 
than when the fresh oil is given intramuscularly. 
Alepol, first presented to the medical profession 
by Sir Leonard Rogers, is the popular chaul- 
moogra oil preparation in many leprosaria. It is 
cheap, safe, and can be given intravenously, sub- 
cutaneously or intramuscularly. It should not 
be given in stronger than a 5 per cent solution, 
and after a three months bi-weekly course, the 
therapy should be changed to some other prepa- 
ration. Alepol is sodium hydnocarpate made 
from the lower melting point fatty acids of 
hydnocarpus oil. 

Dr. Muir is a great believer in treating chronic 
and robust cases with iodide of potash once or 
twice a week. Dr. Cochrane also recommends 
iodides, but never to those with flabby muscles, 
who are physically weak. The iodides should be 
looked upon in the light of a mild protein 
shock, and not used as a continuous method of 
treatment. 

Recently Dr. A. Poldrock has reported on a 
type of therapy which he claims is of great 
value. The treatment consists in freezing a 
dozen lesions every two weeks with carbon diox- 
ide snow. This is continued for four months. 
Then a series of gold injections is given intra- 
venously. 

We have not had any experience in injecting 
the oil or its derivatives in or around the indi- 
vidual lesions, but, from the experience of others, 
this type of treatment is very valuable. Cau- 
terization with varying strengths of trichlora- 
cetic acid or carbon dioxide snow has its advo- 
cates, and roentgen ray therapy has been found 
of value in some patients. 


MODE OF INFECTION 


For many years Sir Leonard Rogers, Dr. Muir 
and others have taught that leprosy is trans- 
mitted by close and intimate association, par- 
ticularly in unhygienic surroundings and to in- 
dividuals who are suffering from other infec- 
tions. 
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Dr. Ernest Walker, of the Hooper Foundation, 
University of California Medical School, re- 
cently wrote an exhaustive article on experi- 
mentation in leprosy, and it is his opinion that 
the infection is contracted from the ground. He 
believes that the causative factor is an actino- 
myces, and the acid-fast, the acid-sensitive, the 
diphtheroid and the coccoid forms are different 
stages of the same species of actinomyces. Dr. 
Walker believes that close and prolonged associa- 
tion may transmit leprosy, but that infection 
from the ground is probably the usual method 
of transfer. His opinion deserves serious consid- 
eration, as leprosy is most frequently found in 
the young and in countries where a large percent- 
age of the inhabitants go barefoot. Dr. Walk- 
er’s paper is so scientific, and so complete, that 
the following abstract has been made: 


The investigation was undertaken because of the am- 
biguous situation of the cultivation of lepra bacilli up to 
the present time. A thorough bacteriological study of 
the several types of the organism was carried out from 
607 lots of pathological material taken from 194 lepers. 


From this there were 2,363 cultivation experiments, 
using all kinds of culture media. All the material used 
contained acid-fast bacteria. However, most of the 
media remained sterile, a rather definite proof that the 
majority of lepra organisms in the tissues of lepers are 
dead. Eighty cultures were grown, and the impressive 
result was the fact that most of these cultures grew 
from a small amount of material from a few active 
lesions. To summarize this: 


Eleven of 13 cultures of coccoid organisms grew from 
two lots of material. Of 66 cultures of diphtheroid or- 
ganisms, 37 grew from one nodule and 8 from a second 
nodule, both taken from the same patient. One type of 
diphtheroid was cultured 28 times from 23 lepers. This 
organism was characterized by its large variable size 
and pleomorphism. It was found that transformation 
from one stage to another in this lepra organism was 
merely a matter of transplanting to a particular culture 
medium. 


It has been found possible to transform each of the 
several types of organism cultivable from leprosy into 
the other types, to reverse the cycle and to change them 
from acid-sensitive to acid-fast and vice versa. Conse- 
quently, the evidence appears conclusive that the several 
morphological types are different forms of one organ- 
ism, thus representing a primitive life cycle. The char- 
acteristics of this organism place it unquestionably in 
the genus actinomyces as now constituted, and closely 
allied to the other facultative acid-fast species of this 
genus. Hansen’s bacterium is one stage in the life cycle 
of the pleomorphic and facultative acid-fast actinomyces 
cultivable from leprosy. 


According to present knowledge, actinomyces are 
saprophytic, living in soil and on vegetation. This 
suggests soil origin for leprosy. Bacteriological study 
of soil of Oahu shows that 98 per cent of 50 samples 
of soil collected from all parts of the island contained 
an acid-fast organism. Comparative studies of this 


with that of leprosy has established the probability that 
they are identical species. 
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Examining the soil and the contagion theories for the 
dissemination, of leprosy, as to their agreement with the 
established facts of incidence and spread of the disease 
there are these indisputable statistics and truths: 

Direct contact has been traced in less than one-half 
of the cases, for example, 29 per cent in Dr, Denney’s 
series of 10,425 cases in Culion. 

It seems improbable that the imperfect segregation 
of lepers in the Middle Ages would account for the 
disappearance of leprosy in Western Europe, when we 
consider the indifferent results of more rigidly and 
scientifically enforced segregation of modern times, 
Leprosy is a disease of lower civilization, and its dis- 
appearance from Western Europe was probably due to 
improved economic, social and hygienic conditions, 

Geographic distribution shows that climate has no in- 
fluence. . 

Numerous sporadic cases, appearing where leprosy is 
not endemic and with no history of contact, are against 
contagion. 

Attention has been called to the frequency with 
which the first lesions of leprosy appear on the feet 
and legs of primitive peoples, especially those inhabiting 
rocky hill countries. This would suggest dirt-infected 
wounds. 

Incidence is twice as high in males as in females, and 
leprosy is a disease of rural communities. 

The conclusions are, therefore, that the actinomyces 
of leprosy is a soil organism of wide but irregular dis- 
tribution; that the disease is primarily an infection from 
the soil presumably through wounds, but contagion as 
a possible secondary mode of dissemination is not ex- 
cluded. 

The bearing of these conclusions on methods of con- 
trol of leprosy is obvious. It may ultimately be found 
that protection from soil-infected wounds and their 
proper disinfection is at least as important as segrega- 
tion. 


SEGREGATION 


When we consider that there are three million 
lepers in the world and that the majority of 
these lepers come from the lowest type of civ- 
ilization, the question of expense of segregation 
is an important one. For years Sir Leonard 
Rogers and Dr. Muir have been emphatic in 
their teachings that early non-infectious lepers 
should not be segregated. Segregation has com- 
pelled the unintelligent population of the various 
endemic areas, such as Africa, South America, 
India, China, the Philippines and Hawaiian 
Islands to hide their early lepers. The hiding 
of these lepers has kept them in unhygienic sur- 
roundings, with poor food, and, last but not 
least, away from clinics and hospitals. 

Sir Leonard Rogers believes that 80 per cent 
of leprosy infections are contracted by close 
house contact, and that the examination of sus- 
pected households every six months for the five- 
year period of incubation would clear up, theo- 
retically, 80 per cent of the foci of infection and 


4 
i 


Vol. XXV No. 2 


at least reduce the disease far more rapidly than 
at present. Recent experience in India furnishes 
an excellent example of the reaction to non- 
compulsory segregation. Surveys under Dr. Muir 
in the worst affected area in Bengal have re- 
vealed one to three or four early cases of leprosy 
for each typical census-returned one. In Ben- 
gal outpatient clinics have been opened by local 
authorities under specially trained physicians, 
and in a few months each has attracted two hun- 
dred to five hundred early cases of leprosy. In 
India in general, there is compulsory segregation 
only for beggars in cities. 

The cost of the drug for a year’s treatment 
per patient is one-sixtieth of that for isolating a 
single leper in India; while the sum of’ £200 
expended in New South Wales for each segre- 
gated leper will supply the drugs for treating 
1,600 lepers for a year. 

In a series of 486 cases treated and observed 
over a period of five years, Sir Leonard Rogers 
reports: 

Seventy cases classed as early showed 67 per cent 
cured. 

Two hundred twelve cases classed as moderately ad- 
vanced showed 38.5 per cent cured. 

Two hundred four advanced cases had 7.5 per cent 
cured. 

Thus the recovery rate is eight times as high 
in early and five times as high in moderate as 
in advanced cases. 

Several thousand lepers are being treated in 
British tropical Africa in voluntary clinics, al- 
though the smallest attempt at compulsory seg- 
regation would lead to hiding of every case. 

The plan of allowing early uninfective cases 
to be treated at clinics or at home has already 
been adopted at Mauritius and is likely to re- 
ceive legal sanction in British Guiana. 

Segregation is still enforced in South Africa, 
Australia, Oceania, the Malay States and a num- 
ber of the British West Indian Islands. 


Rigid compulsory segregation should be mod- 
ified in order to insure that early, for the most 
part non-infective, cases shall be willing to come 
forward for treatment while still curable, with- 
out being imprisoned. The United States has 
already modified the segregation of lepers at 
Culion and arranged for the treatment of cases 
In special hospitals not far from the homes of 
the patients, with the result that many early 
cases not formerly seen are coming voluntarily 
for treatment with far better results than in the 
advanced Culion patients. A two million dollar 
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fund to facilitate the work has been raised as a 
memorial to Governor Leonard Wood, who did 
much to improve the treatment of lepers. 


I think the entire medical profession is of 
the opinion that advanced cases should be seg- 
regated. But in this country, where leprosy is 
not common, we need not seriously consider the 
problem of segregation. We are fortunate in 
having a leprosarium under the United States 
Public Health Service where patients are cared 
for by able physicians and nurses. 

In civilized countries such as Norway, the in- 
cidence of leprosy is greatly decreased. In 1856 
there were 3,000 cases; at the present time there 
are said to be less than 100. In 1928, two-thirds 
were isolated in hospitals; the remainder were 
supervised in strict home isolation. Dr. Lie at- 
tributes the rapid decline to increase in prosper- 
ity and improvement in hygiene and sanitation 
rather than to segregation. 

There are obvious difficulties in getting ac- 
curate figures as to the actual number of lepers 
in a country by census returns, but estimates 
have been made by the various workers who 
know the situation in their own territories. In 
1926, Dr. Farmer, American Director of the 
Mission to Lepers, estimated the number in the 
various countries as follows: 


China has 1,000,000 
India has 1,000,000 
Africa has approximately............................:........ 525,800 
Russia has 150,000 
Latin-America has 60,000 
Siam has 14,000 
Philippines have approximately............................ 12,200 
Europe has 7,000 
Oceania has 4,600 


North America has approximately........................ 500 
Other countries have approximately.................. 

An International Leprosy Association was 
formed recently at Manila. Dr. Victor Heiser 
was made President; and officers in the Associa- 
tion include Drs. Muir, Cochrane, Maxwell, 
Wade, Sir Leonard Rogers and others deeply in- 
terested in the subject of leprosy. Let us hope 
that this organization will be able to cooperate 
with “The Leonard Wood Memorial for the 
Eradication of Leprosy,” and, as a result of their 
work, help to decrease the disease which is re- 
sponsible for much misery, discomfort and death. 
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BREECH PRESENTATIONS* 


By Otto H. Scuwarz, M.D., 
St. Louis, Mo. 


From reports in the recent literature breech 
deliveries are still attended by a comparatively 
high fetal mortality. Lately, this was empha- 
sized by Taussig in an article on this subject, 
in which he calls attention to these reports and 
shows that in the majority of instances the fetal 
mortality rate was in the neighborhood of 10 
per cent, the lowest figure being given by Dun- 
can of Montreal, who reported a mortality rate 
of 6 per cent in 114 cases. In Taussig’s report 
the mortality rate for the St. Louis Maternity 
Hospital was 8.8 per cent. 

As a result of the various articles in the lit- 
erature, especially those of Caldwell and Piper, 
we have handled our breech presentations with 
much more consideration. We believe that the 
high mortality rate has been due chiefly to two 
factors: first, the cases have not been supervised 
closely enough in ward teaching services, and 
second, the methods used in extraction were 
unphysiological and caused considerable trauma- 
tization. Since Taussig’s report we have had 
another year’s experience in the St. Louis Ma- 
ternity Hospital, and we have divided the cases 
into two-year periods, the first for the years 
1928 and 1929 and the second for 1930 and 


*Chairman’s Address, Section on Obstetrics, Southern Medical 
Association, Twenty-Fifth Annual Meeting, New Orleans, Louisi- 
ana, November 18-20, 1931. 

*From the Department of Obstetrics and Gynecology, Wash- 
ington University School of Medicine, the St. Louis Maternity 
Hospital, and Barnes Hospital. 


Lie, H. P.: Why is at, Decreasing in Norway? Roy. Soc. 


February 1932 


1931. We also divided the series into two 
classes, those of the ward and those of the pri- 
vate service. In the ward cases the deliveries 
have been closely supervised and certain defj- 
nite procedures which will be mentioned later 
have been followed so that one can say, as far 
as the ward cases are concerned, fairly uniform 
treatment was carried out. 


As we have previously stated, we think that 
some of the real dangers of breech extraction 
were due to methods formerly used. From our 
own experience in past years, which I believe js 
more or less similar to that in other localities, 
we soon became aware of the fact that in many 
cases too much traction was made on the after- 
coming head by the Smellie-Mariceau-Veit ma- 
neuver. In addition to this, considerable pres- 
sure was frequently exerted from above. For- 
ceps were usually not employed until after a 
definite amount of difficulty was met with in 
the attempted delivery of the aftercoming head. 
Also, on account of the traditional eight minutes 
which are allowed for breech extractions, hasty 
and rather abrupt efforts were often made dur- 
ing the extraction. 

Potter, of Buffalo, in bringing out his technic 
for version, emphasized that haste and traction 
were unnecessary. In the delivery of the head, 
he revived the Wigand-Martin method, which 
allows the head to be delivered with the least 
amount of traction. This method is not illus- 
trated in our leading text-books, but appears 
in Kerr’s book, “Operative Midwifery.” In 
considering this method, Kerr mentions that it 
is not much used, because one cannot exert much 
traction and the procedure is used only if the 
operator is single-handed. 

One needs only to review the various patho- 
logical reports on injuries dealing with breech 
presentations to point out that they are accom- 
panied by a great deal more traumatism than 
the ordinary vertex presentation. Among the 
first to emphasize this especially was Holland in 
his classical study of birth injuries. 

He found 81 cases of intracranial injury in 167 au- 
topsies on fresh fetuses. In the series of 81, there were 
46 head deliveries and 35 breech deliveries. In the 167 
there were altogether 47 breech deliveries, of which 75 
per cent, or 35, showed intracranial injuries. They di- 
vided the 47 cases of breech delivery into (1) primary 
uncomplicated breech, 17, 15 of which showed tearing 
of the tentorium; (2) primary complicated breech, 2, 
with tearing of the tentorium found in neither; (3) 
breech by version, 28, with tearing of the tentorlum 
found in 20. He calls attention to the fact that many 
of these injuries occurred after what might be called 
the ordinary breech labor, and he felt that this is due 
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to the vertical elongation of the head occurring rapidly 
and momentarily, the head being compressed in a series 
of diameters which throws the greatest stress on the 
tentorium. Paddock, in repeating the work of Holland 
in our series, found 13 breech cases in a series of 58 
cases of intracranial injury. Holland feels that these 
injuries indicate precisely the obstetrical faults in the 
management of breech labor. 

In his admirable monograph on birth injuries, 
Ehrenfest points out that stress due to vertical 
elevation of the cranium of the aftercoming head 
during breech delivery, can be relieved by pres- 
sure on the head from above, which not only 
decreases the required traction from below, but 
maintains better flexion of the head. We be- 
lieve that such suprapubic force should be car- 
ried out by the operator himself and then, only 
very gently. According to Crothers, whose work 
is excellently reviewed in Ehrenfest’s mono- 
graph, the suprapubic force, especially during the 
uterine contraction or when combined with trac- 
tion from below must not be too strong; for 
otherwise collapse or death of the infant might 
result from hernia of the medulla through the 
foramen magnum. Pressure from above, if ex- 
erted with full force by an assistant, undeniably 
may become directly responsible for severe intra- 
cranial hemorrhage. It is, therefore, preferable 
that the operator himself press with one hana 
from above against the aftercoming head. 

Crothers, in 1923, described the changes of 
pressure inside the fetal cranio-vertebral cavity, 
especially in breech presentations. In his work 
the results of imposition of force upon the fetus 
during delivery from the neurological and physi- 
ological standpoints were considered. The most 
important of these lesions he feels are directly 
referable to force: (1) rupture of the falx and 
tentorium, (2) rupture of the cerebrospinal col- 
umn. He remarks that these lesions are not in 
themselves fatal, but that they expose the me- 
dulla and the upper cord to injury. He tells us 
that under ordinary conditions the medulla is 
guarded against from harmful pressure at the 
foramen magnum, which prevents downward 
dislocation of the contents of the posterior fossa. 
Crothers feels that this balance of pressure can 
be upset and herniation of the cerebellum and 
medulla produced by rupture of the dural septa 
or by a combination of forces which increases 
intracranial while diminishing spinal pressure. 
He further emphasizes that breech extraction as 
usually performed brings dangerous and unphysi- 
ological forces into play. Pathological evidence 
shows that rupture of the tentorium occurs in 
88 per cent of stillbirths following so-called nor- 
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mal breech labors. In addition he remarks that 
the large number of injuries to the vertebral 
column and spinal cord can be logically at- 
tributed to traction during breech deliveries. 
He feels that the condition of asphyxia as com- 
monly described in obstetrical literature has not 
been proved by pathological and experimental 
evidence. He concludes from the pathological 
findings in babies dying after breech delivery 
that the question is raised whether efforts to 
avoid fetal asphyxia may not add greatly to 
the risk of injury to the contents of the cranio- 
vertebral cavity. 


The frequency of damage to the spinal column 
was clearly shown by the excellent report of 
Pierson also in 1923. He found in his series 
a spinal cord hemorrhage in 17, or 47 per cent, 
of 36 cases. Fractured vertebrae were found in 
14, or 38 per cent. Intracranial injury was 
found in 44 per cent, but marked in only 25 
per cent. 

Piper, in 1928, felt that much could be ac- 
complished in the management of breech pres- 
entations by eliminating the second stage ot 
labor, and by the application of a properly de- 
vised forceps, which he presented at this time, 
on the aftercoming head. He summarized this 
as follows: 

“The factors of infant mortality in uncomplicated 
breech labor are reducible to compression of the cord, 
the occurrence of nuchal positions of the arm, and delay 
in delivery of the aftercoming head. The first accident 
is often inherent in the mechanism of breech labor. 
The other two are more often the result of poor ob- 
stetric judgment and technic. As a means of lowering 
this mortality, we believe, in hospital practice at least, 
in eliminating the second, and if necessary, the late 
first stage of labor, by early decomposition into the 
double footling attitude, and immediate extraction. For 
this, thorough dilatation of the soft parts of the birth 
canal is essential, in the achievement of which deep 
anesthesia is a necessary adjunct. The technic of ex- 
traction must be perfection, however, in order that 
nuchal positions of the arms may be avoided and the 
aftercoming head guided into the pelvis with the face 
posterior. In the event of difficulty in delivery of the 
aftercoming head, the prompt use of forceps will save 
many infants heretofore lost by too long persistence 
in efforts to deliver by the standard manual methods.” 

In a recent article, Caldwell and Studdiford 
remark that about 18 different operators handle 
the cases in the Sloane Hospital each year, as 
it is a teaching institution. They feel that the 
undilated cervix remains the chief source of 
danger in breech deliveries. In 82 per cent of 
the primiparae and 40 per cent of the multip- 
arae difficulty was experienced on account ot 
the cervix. A “hands off” policy until the cer- 
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vix is completely dilated is their rule. There 
are many cases in which the cervix will not 
dilate properly. They call attention to the fact 
that Rasmussen, Irving and Goethals, as well as 
Piper, have advised routine interference in the 
second stage under deep anesthesia. In each ot 
these procedures the patient can be delivered 
under deep anesthesia, placed in the most fa- 
vorable position for delivery, and the soft parts 
properly prepared. It allows the operator to 
reduce the extended arms. Plenty of time should 
be taken. They point out that unquestionably 
in the hands of individual operators the routine 
interference in the second stage gives reason- 
ably satisfactory results. They followed this 
procedure as a routine, but on account of the 
misjudgment of the dilatation of the cervix and 
various other complications in the hands of the 
less experienced operators they reverted to the 
more conservative “hands off” policy with a 
marked reduction of mortaiity. As a result of 
their experience they advocated a “hands off” 
policy as long as labor was advancing, and in 
breech extraction sufficient time should be taken 
under deep anesthesia to prepare the birth canal. 
Constant watchful care throughout the labor to 
prevent complications or to interfere when they 
occur, using sedatives with great caution, were 
also advocated. 

In studying the recent literature, we felt that 
the poor results obtained in breech delivery were 
due chiefly to traumatization, and secondly, to 
asphyxia. From this study we were impressed 
very definitely with the fact that traumatization 
and therefore faulty obstetrical procedures were 
responsible for the greatest percentage of fetal 
deaths following breech deliveries. 

With these things in mind we have developed 
the following procedures in handling breech de- 
liveries during the past two years. Frank 
breeches are allowed to deliver spontaneously if 
there is continuous progress in these cases. It 
there is any delay in the second stage of labor, 
longer than two hours, interference is the pro- 
cedure, the breech being pushed up and the feet 
grasped and extracted. In complete or footling 
breech presentations, one delivers as soon as com- 
plete dilatation exists. Considerable ironing out 
of the perineum is done, and an episiotomy is 
performed routinely in primiparae and _ occa- 
sionally in multiparae. In delivering the after- 
coming head, the Wigand-Martin method is used 
as advised by Potter with only sufficient pres- 
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sure exerted from above by the operator to bring 
about flexion. If any resistance is met with, no 
traction is made on the aftercoming head. A 
forceps is applied, most frequently the Piper for- 
ceps, although the ordinary forceps can be used. 
In using the Piper forceps the proper position 
of the fetus as advocated by Piper is impor- 
tant. Also on account of the great amount of 
spring in the forceps they occasionally will slip 
off the aftercoming head. This can be avoided 
by holding the shanks of the forceps together as 
slight traction is made. 

The results we have obtained during this two- 
year period are best shown in the accompanying 
tables. We feel the figures speak for them- 
selves. Our figures are based on babies weigh- 
ing 2,500 gm., or more, although we _ include 
other tables in which the babies weigh less. 

In Table VII, a list of fetal deaths in babies 
weighing over 2,500 gm. is given accompanied 
by the clinical condition that was contributory 


to death. Unfortunately only two autopsies 
TABLE I 
2500 Gm. and Over 
Method Aft i 
| of Deliv. | | > 
n © n 
3 | 3 | = 5/8 
1928 
Ward 17. 14 3 1 5.88 17. 0 
15. 
Private 645 4 23.53 16 1 0 
1929 
Ward’ | 0 | 18 0 3 
6.27 
Private 27 =20 7 1 3.70| 26 0 1 
1930 
Ward 21 «18 4 1 76 12 0 9 
4.76 
Private 21) «#17 4 1 4.76 17 0 4 
1931 
Ward 26 620 6 0 0 14 0 
0 
Private 8 6 2 0 0 6 = 
TABLE II 
2500-1500 Gm. 
Year No. Fetal Mor. _ Per Cent 
1928 
Ward 3 3 100 
Private 4 0 0 
1929 
Ward 1 1 100 
4 75 
1930 
Ward 1 0 0 
Private 1 0 0 
1931 
Ward 3 0 0 
0 0 0 
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were obtained in this group. One case shows 
an intracranial hemorrhage and the other hem- 
orrhagic disease of the newborn, with syphilis. 
This is a rather unusual experience, as autopsies 
are obtained on ward infants in about 80 to 90 
per cent of the cases. 

In Table VIII are listed the various analgesias 
which were used, the incidence of scopolamin- 
morphin being somewhat greater in the private 
cases, and nitrous oxide being used more fre- 
quently in the ward service. In breech deliv- 
eries we feel that scopolamin-morphin can be 
used properly in primiparae, but nitrous oxide is 
preferred in multiparae, with only a moderate 
amount of scopolamin-morphin. 

In studying these tables it is seen, especially 


TABLE Ill 
Below 1500 Gm. 


Number Deaths Per Cent 
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Year 
1928 
ard . 0 0 0 
Private 1 1 100 
1929 
Private 2 2 100 
1930 
Private 4 4 100 
1931 
2 1 50 
3 3 100 
TABLE IV 
Fetal Mortality in Breech Deliveries (2500 Gm.+) 
Ward 
. | 2 | 
> Q tem 
7.88 


} 
21 2 9.52] 

1930 21 1 4.76) { 
| 


in the ward cases, that traction on the after- 
coming head was practically eliminated and 
forceps applied promptly with increasing fre- 
quency. We feel that the results obtained dur- 
ing the last two years in the management of our 
breech presentations are due to better supervi- 
sion and more rational handling of the breech 
delivery. 


In teaching institutions where many men 
wish to gain experience, breech presentations 
should be considered as major complications and 
not only should a definite plan of procedure be 
followed out, but a man of considerable experi- 
ence should directly supervise each delivery of 
this kind. 


TABLE VI 


in Breech Deliveries (2500 Gm.+) 
Total Service 


Fetal Mortality 
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| = =< 
si; s | #55 | 
34 5 15.00) 
9.52 
1929 _ 48 3 6.27 
6.33 
f 2.63 
TABLE VII 
Cause of Death (2500 Gm. +) 
Case Weight Etiology 


Number Gm. 
2404 2900 Simple flat pelvis 
3306 3720 39 hour labor 
Prolapsed cord 
654 36 wks. Macerated stillborn 
5760 Funnel pelvis—5™% hour 2nd stage 


6895 4260 6% hour 2nd stage : 
Simple flat pelvis, macerated stillborn 


8136 4930 

1722 2775 Died 11 hours after delivery 

1949 3720 Died 24 hours after delivery. Hem. dis. of 
newborn 

8917 3345 Band! ring 


TABLE VIII 
Analgesia—Breeches over 2500 Gm. 


TABLE V 
Fetal Mortality in Breech Deliveries (2500 Gm. +) j | a 
Private | | ¢ | S| 
| Be | 
= Bo | BE 2 | 32 = 
Bel2| & | gee | | 188) 2] 2 | F 
18 Ward 5 9 2 1 17 
1928 = 8 4 23.53 Private 6 7 0 4 17 
} 11.36} 1929 Ward 4 14 1 2 21 
27 1 3.70| | Private 15 9 2 1 27 
: 2a 1930 Ward 4 12 4 3 23 
1930 21 1 4.76) { Private 11 9 0 1 21 
44 | 1931 Ward 2 20 3 1 26 
8 0 0 f Private 4 2 0 8 
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PRENATAL CARE* 


By James R. McCorp, M.D., 
Atlanta, Ga. 


With my invitation for this talk was the re- 
quest that it be on prenatal care. We must be 
careful not to over-emphasize prenatal care at 
the expense of intrapartum and postpartum care. 
All are of equal importance. 


It is probably true that prenatal care, as 
largely practised at the present time, has as its 
main purpose the detection of the mild toxemias 
of pregnancy, and the prevention of these mild 
toxemias becoming severe. In so far as I know, 
prenatal care has not prevented the mild toxe- 
mias. They will not be further considered. I 
wish to direct your attention to certain educa- 
tional phases of prenatal care. 


At the outset let me say that far and above 
any technical knowledge of prenatal care, there 
is needed a universal willingness to practise pre- 
natal care. There can be no _ correspondence 
courses. Such care requires constant personal 
contact between physician and patient. There is 
no efficient short cut. 


I am often told that prenatal care cannot be 
well given by the average practitioner of medi- 
cine because of the ignorance or unwillingness of 
his patients. Is this not usually a confession on 
the part of the physician that he is not living up 
to what the present day world expects of him 
as a clearing house for public health informa- 
tion? For, after all, the true physician’s great- 
est interest should be the prevention rather than 
the cure of disease. It has been my experience 
that knowledge that improves their physical well- 
being can be more easily disseminated among 
ignorant than well-to-do people. The physician, 
to impart prenatal information properly, and to 
practice efficient prenatal care, must have a wide 
obstetric vision. There can be no substitute for 
this. We often complain of the poor obstetric 
fees. I wonder how many women who have ba- 
bies in this country get a complete physical ex- 
amination during pregnancy. We are hearing a 
great deal of state medicine at the present time. 


_ *Read in General Clinical Session, Southern Medical Associa- 
tion, Twenty-Fifth Annual Meeting, New Orleans, Louisiana, No- 
vember 18-20, 1931 
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It is my prophecy that if state medicine is ever 
imposed upon us, it will be our own fault. When 
physicians, singly or in groups, oppose the dis. 
semination of public health care, obstetrical or 
otherwise, and fail to supply this information or 
service themselves, their motives are open to se- 
rious question. The largest service of the well- 
trained obstetrical specialist lies in the distriby- 
tion of his obstetrical knowledge, for I cannot 
vision a future in which he will deliver most of 
the babies. 


Prenatal instructions must be balanced with 
the economic status of the patient. This is es- 
pecially true as regards diet, clothing, rest and 
hygiene. The essentials of prenatal care must be 
flexible. 


It is unquestionably true that a considerable 
percentage of obstetrical mortality and morbidity 
today is caused by interference with normal la- 
bor. I realize the tremendous influence upon 
the physician of patient, family and friends. Can 
not a great deal of this be obviated by proper 
prenatal care? 


How seldom do we during pregnancy instill 
into our patient a confidence in the approaching 
event, inform her as to what she can expect; 
that no time limit can be put upon labor; de- 
scribe to her the mechanical changes that must 
take place before the birth is safe for her or her 
baby? Most women are reasonable and will do 
their best to cooperate. It is much better for 
the woman to receive accurate information from 
her physician than a medley of information from 
neighbors and friends. Try to see that every 
woman goes into labor with a clean, clear-cut 
mental hygiene. 


In the practice of prenatal care, a statement 
can be made that can be considered axiomatic: 
when pregnancy is complicated by a general con- 
stitutional condition, treat the disease and ig- 
nore the pregnancy. In their conduct of pre- 
natal care, obstetric specialists are only begin- 
ning to realize the value of a more active Co- 
operation with men in other fields of medicine. 
When pregnancy is complicated by such diseases 
as tuberculosis and heart disease, the part played 
by the obstetrician should be the minor one. The 
results obtained by the general practitioner in 
pregnancy, complicated by these diseases, will 
depend upon his knowledge of tuberculosis and 
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heart disease, and not upon his skill as an 
accoucheur. Pregnancy complicated by pneumo- 
nia, either lobar or lobular, is an outstanding ex- 
ample. 

The results of focal infections of the mother 
upon the fetus offer a wide field for obstetric re- 
search. Comparatively few pregnancies are 
studied along these lines. The teeth and tonsils 
should be routinely examined and cared for. 

But little is known of metabolism during preg- 
nancy. Our knowledge of the thyroid gland 
during pregnancy is meagre indeed, and _ this 
gland is probably often the cause of premature 
interruptions of pregnancy. 

I have no hesitancy in saying that syphilis 
and tuberculosis are our greatest public health 
problems in the South. Pregnancy complicated 
by syphilis often is overlooked. I plead for the 
blood Wassermann test as a routine in prenatal 
care, and for the mild but constant treatment of 
pregnant women with syphilis. It is but little 
trouble, less expense, and returns huge dividends 
in human life. 

Anemia in pregnancy is common and cannot 
be treated unless recognized. 

I repeat that far and above a technical knowl- 
edge of prenatal care, there is needed a willing- 
ness to practise prenatal care, a willingness of 
patient and physician, and it is up to us as a pro- 
fession to put our house in order, and then to 
help the various active agencies to educate the 
mothers. Someone has said that birth is the 
greatest event in a person’s life, and it is every 
child’s inalienable right to be born well. Are 
we, as physicians, meeting this responsibility 
honestly and frankly? We had just as well 
make up our minds that we can no longer prac- 
tise medicine in our own little personal sphere. 
Our country is humanitarian minded, and unless 
we measure up to what is expected of us, we 
shall be weighed in the balance and found 
wanting. 

I have often said that no man can do good ob- 
stetrics without an obstetric conscience. Part 
of this is a product of his early environment, and 
if he has the conscience, the rest can be easily 
added. If he has not the conscience, no amount 
of veneer or technical training can ever make 
him a safe or sane servant of the obstetric public. 
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PAIN ASSOCIATED WITH MENSTRUA- 
TION* 


BASED ON A REVIEW OF THE LITERATURE =. , THE 
PAST TEN YEARS AND AN ANALYSIS OF QUE 
TIONNAIRES SENT TO 1,000 PHYSICIANS 


By Tuomas BENnTON SELLERS, M.D., F.A.C.S.,7 
New Orleans, La. 


Pain associated with menstruation is conceded 
by nearly all gynecologists to be one of the most 
complex of our unsolved problems. This fact 
has been impressed upon me most forcibly both 
in my survey of the literature and in the study 
of the questionnaires returned to me by mem- 
bers of the profession. In this paper we shall 
consider only essential or primary dysmenorrhea, 
assuming that the patient has been subjected to 
a complete physical examination, including 
blood studies, and a thorough gynecological ex- 
amination, insuring the elimination of all pelvic 
disease and congenital anomalies of the repro- 
ductive organs. We realize that the more ob- 
scure pathological conditions and the cases of 
borderline uterine development often make their 
elimination very difficult, and at times impos- 
sible, without the assistance of examination un- 
der anesthesia or even exploratory operation, 
which we too often hesitate to recommend. Ex- 
ploratory laparotomy and mutilative cervical op- 
erations are never justified until the patient has 
had a thorough study by a trained gynecologist. 
We can only condemn the malicious practice of 
employing radical operative measures for dys- 
menorrhea in patients who have not had the 
advantage of the experience and judgment of a 
man capable of rendering an opinion. 

I shall only mention several of the most plaus- 
ible explanations as to the cause of essential 
dysmenorrhea, which include the following: 


(1) Mechanical obstruction, such as stenosis of the 
cervix and flexion. 

(2) Hypoplasia of the genital organs, with or with- 
out acute flexion of the uterus. 

(3) Endocrine dysfunction. 

(4) Coagulability of the menstrual blood, due to 
defective corpus luteum hormone secretion (Fellner), or 
to defective tryptic ferment action allowing the presence 
of fibrinogen in the menstrual blood (Kraul) .58 


*Chairman’s Address, Section on Gynecology, Southern Medical 
Association, Twenty-Fifth Annual Meeting, New Orleans, Louisi- 
ana, November 18-20, 1931. 

+Chief of the Department of Obstetrics and Gynecology, South- 
ern Baptist Hospital; Assistant Professor of a Posts 
Graduate School of Medicine, Tulane University of Louisiana, New 
Orleans. 
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(5) Extra-genital causes such as ureteral stricture,?* © 
appendicitis, or disorders of the intestinal tract. 

(6) Poor posture and muscle tone.5” 

(7) Disturbance of the vegetative nervous system.5° 

(8) Neuroses. 


I shall not attempt to discuss the merits of 
each one of these explanations. Not all cases 
of dysmenorrhea can be accounted for by one 
theory, and it is probable that there are several 
explanations for the condition. 


There are many reasons why the subject of 
essential dysmenorrhea should be discus:ed again 
at this time. First, up to the present time, 
‘gynecologists themselves have not been able to 
.agree upon a definite l'ne of treatment for the 
more difficult cases: therefore, we have no 
standard procedure to offer to the profession at 
large. Second, the incidence of dysmenorrhea 
is either on the increase or more women are 
consulting physicians for this trouble. Third, 
dysmenorrhea does not cure itself spontaneously, 
but usually grows worse. It is unthinkable that 
we should recommend ignoring the problem in 
the expectation that marriage will take care of 
the difficulty. The number of women who at- 
tend college and enter the bus/ness or profes- 
sional world is greatly increased and marriage is 
therefore delayed longer than in former years 
or excluded altogether. In addition to this, it 
is seriously questionable whether marriage of- 
fers relief to the more severe type of case. 
Fourth, dysmenorrhea is a great economic prob- 
lem for the business or professional woman of 
today. According to statistics,!! *° about 25 to 
50 per cent of women have dysmenorrhea, about 
1 per cent of cases being severe enough to cause 
the patient to lose at least one day each month. 
This percentage may seem small, but oftentimes 
the loss of this one day is of vital significance 
in the success of a business or professional ca- 
reer. In addition to this loss of time, or in 
cases in which there is no actual time loss, the 
nervous system may experience a mental shock 
which results in lowered efficiency for a period 
of one or more days. Actually, this loss of ef- 
ficiency is not without economic consequence. 


In view of the complexity of the problem of 
dysmenorrhea, I formulated a questionnaire on 
the subject and sent copies to one thousand gyne- 
cologists of the United States and Canada, the 
names being selected from the roster of the 
American College of Surgeons and from the 
teaching staffs of the various universities. I am 


deeply grateful to the 319 men who returned 
the questionnaire to me, giving both valuable 
time and information in doing so. 
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Inasmuch as there are varied opinions as to 
the importance of mechanical obstruction as a 
cause of dysmenorrhea, I included two questions 
relative to obstruction, the first as to stenosis 
as a factor in the production of pain. Table | 
shows the results. 


Table I 


AN ANALYSIS OF 319 REPLIES AS TO STENOSIS as 
A CAUSE OF MENSTRUAL PAIN 


Number | Per Cent 
(1) Causative 203 
(2) Rarely causative 46 
(3) Not causative _ 65 20.5 
(4) Unanswered 5 


It is evident that the larger group is of the 
opinion that stenosis is a definite cause of dys- 
menorrhea. A few stated that, although con- 
genital stenosis does not cause pain, acquired 
stenosis does. 

Results of the question in regard to abnor- 
mal positions of the uterus, the second obstruc- 
tive factor, are tabulated in Table 


Table II 


AN ANALYSIS OF 319 REPLIES AS TO ABNORMAL 
POSITIONS OF THE UTERUS AS A CAUSE 
OF MENSTRUAL PAIN 


Number | Per Cent 
(1) Cause pain 193 | 60.5 
Anteflexion — 94 | 
Retroversion 57 | | 
Anteversion 5 | 
(2) Do not cause pain 77 | 24.1 
(3) Rarely cause pain 42 | 13.2 
(4) Unanswered 7 | 2.2 


It is shown conclusively that abnormal posi- 
tions may also produce pain, in the opinion of 
the majority of those answering, anteflexion be- 
ing the most common and retroflexion the sec- 
ond most common cause. 

In Table III A, you will note that opinion is 
almost evenly divided among those who advocate 
the use of stem pessaries and those who do not, 
the majority favoring its use. 


Table III A 


AN ANALYSIS OF 319 REPLIES AS TO THE USE OF 
STEM PESSARIES 


Use | No. Types | No. 

(1) Used | 159 | (1) Glass | 66 

(2) Not used 129 || (2) Hard Rubber | __30 

(3) Rarely used | 35 (3) Metal | __22 
| 


(4) Unanswered 3 (4) Unclassified 


The types of pessaries used were classified 
in four groups, as you will see in the table. 
The glass pessary is the most popular; this is 
due, no doubt, to the fact that it is smooth 
and that it is not eroded by the cervical secre- 
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tions. The next preferences were the grooved 
hard rubber and the metal. 

Table II] B reveals a marked variation in the 
length of time the pessaries are left in place, 
ranging from three days to one and a half years, 
the greater number preferring the thirty to 
ninety day periods. 

Table III B 


AN ANALYSIS OF 159 AFFIRMATIVE REPLIES AS TO 
THE USE OF THE STEM PESSARY 


Period of Use | No. || Relief Obtained | No. 

(1) 3 to 30 days [33 | (1) 1 to 25 percent | 
(2) 30 to 60 days | 56 | (2) 25 to 50 percent | 32 
13) 60 to 90 days | 51 || (3) 50 to 75 percent | 29 
(4) 90 days to 11% yrs.| “19 | (4) 75 to 100 per cent! 60 
nlite (5) Unanswered 17 


Great diversity of opinion is also shown in 
the estimates of percentage of relief obtained. 
The tabulations as given in Table IJ] B are 
without regard to permanent and temporary re- 
lief, as the majority answering the question 
failed to differentiate them: one man reported 
a high percentage of permanent cures; 34 a low 
percentage of permanent relief, but a high tem- 
porary relief; four, only a low percentage of 
temporary relief. 

Table IV shows very conclusively that dilata- 
tion alone is of little or no permanent curative 
value, though it may give temporary relief. 


Table IV 


AN ANALYSIS OF 319 REPLIES AS TO DILATATION 
OF THE CERVIX 


{| Number 

(1) Effective | 135 

With psychotherpay 4 | 

With incision of os . 4 
(2) Ineffective | 70 
(3) Temporary effect only | 108 
(4) Unanswered | 6 


N.B. No permanent effect was said to have been obtained. 


Six men advocate the use of dilatation with 
curettage; five stated that thorough dilatation 
with packing of the entire uterine cavity, includ- 
ing the cervix, was effective; and two recom- 
mended incision of the internal os to assist in 
dilating the canal to the size of a 30 French, 
followed by packing of the whole uterine cavity 
tightly with gauze to be left in from three to 
eight days. In the literature, there were several 
reports of large series of cases giving convincing 
evidence of a high percentage of relief from bi- 
lateral or multiple incision of the os, followed 
by packing, as described above, with no instance 
of infection following the packing. 
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In Table V we have an analysis of the meth- 
ods of dealing with poorly developed uteri. 
Gland therapy and general hygienic measures, 
alone or in combination, are by far the most 
popular methods of handling these cases. The 
best results are obtained when these are em- 
ployed during the developmental age. The re- 
sults are practically negligible in mature per- 
sons. 


Table V 


AN ANALYSIS OF 319 REPLIES AS TO MANAGEMENT 
OF POORLY DEVELOPED UTERI 


| Freq. Ref. 

(1) Glandular therapy | 283 
(2) Hygienic measures ons 155 
(3) Local treatment % 53 
(4) Medical treatment | 51 
(5) Operative measures | 129 

Dilatation with pack or pessary 

Plastic cervical surgery 

Hysterectomy 
(6) No satisfactory method 11 


Operative measures are suggested in 129 in- 
stances, and vary from dilatation with packing 
and extensive plastic operations, as recommended 
by Cleland and Dudley,!® to hysterectomy. In 
both the questionnaires and in the literature, 
there are many enthusiastic advocates of local 
treatment who believe that diathermy and gal- 
vanism are of curative value in these cases of 
hypoplasia. In my personal experience, they are 
worthy of trial, but are of little therapeutic value 
in the majority of instances. The consensus of 
opinion is that after the age of thirty, in cases 
of poorly developed uteri with dysmenorrhea of 
the disabling type, hysterectomy is justifiable. 

Analysis of the results of the question on or- 
ganotherapy, as indicated in Table VI, shows 
only 74 reporting good results, 102 fair results, 
and 111 poor results. 


Table VI 


AN ANALYSIS OF 319 REPLIES AS TO THE VALUE 
OF ORGANOTHERAPY 


| Freq. | Freq. 

Success |_ Ref. Products | Ref. 

(1) Good results | 74 (1) Ovarian prod. | 167 
| (Ovar. horm. 46) | 

(2) Fair results | 102 (2) Thyroid prod. | 104 
| (Thyroxin) | 

(3) Poor results | 111 (3) Pituitary prod. pi 66 

(4) Limited exper. | 24 (4) Plurigland. pr. | 58 

(5) Unstated | 8 (5) Adrenalin | 8 

| (6) Mammary gland | 2 


The explanation for this difference in results 
is either the lack of a scientific knowledge of the 
therapeutic action of some of the glandular 
products or of the preferable mode of ad- 
ministration, oral or hypodermatic, and also the 
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difficulty of classifying borderline cases. Un- 
fortunately, we have only a limited number of 
men who have made a special study of organo- 
therapy, and most of the products are prescribed 
empirically. Ovarian products are the most 
commonly used; thyroid, or thyroid and ovary 
combinations come next. The recent work 
of Allen and Doisy in isolating the ovarian hor- 
mone, it is to be hoped, will prove of definite 
therapeutic value in the treatment of dysmenor- 
rhea. In all cases of questionable thyroid dys- 
function, a test of the basal metabolism should 
be made, although it is oftentimes of little value. 
Even when the reading is within normal limits, 
the administration of thyroid extract as a thera- 
peutic test may be of definite value to the pa- 
tient. This was true in many of our cases. The 
work done by Dr. Wendel*® on interstitial thy- 
rotoxicosis* shows that patients with normal 
metabolic rates are often helped by the admin- 
istration of iodides. 

The indications for exercise are shown in Ta- 
ble VII, the under-developed and nervous type 
being the one mentioned in the majority of re- 
plies. Judging from the views expressed in the 
literature and from my personal experience, both 
exercise and exercises are indicated, if properly 
directed, in the majority of cases of dysmenor- 
rhea. To all women who live a sedentary life 
exercise is helpful, except in cases in which the 
physical condition definitely contraindicates it. 
Special exercises must be outlined for those who 
live under mental strain and are physically fa- 
tigued, as well as for those who have a retrover- 
sion or retroflexion of the uterus. The fact that 
great mental strain and actual physical fatigue 
are capable in themselves of causing dysmenor- 
rhea has been impressed upon me in the observa- 
tion of a large number of college girls and teach- 
ers during the latter part of the school year. 

Instructions for exercise require the most care- 
ful individualization. There are cases in which 
the type of exercises outlined by Dr. Meaker*® 
are beneficial, even when exercise of the strenu- 


*“The outstanding clinical features are the mild chronic type 
of thyroidism, nervous instability, pelvic dysfunction, including 
the pain in the lower right quadrant of the abdomen so com- 
monly diagnosed as a chronic appendicitis, undeveloped skeletal 
build and genital tract, and chronic hyperthyroidism. There is 


seldom loss of weight in thyrotoxicosis; the pulse seldom exceeds 
120, the blood pressure is lowered; with the least exertion there 
is tachycardia, palpitation and shortness of breath. Dysmenorrhea 
is described as either painful or cramping in character and occurs 
just before or during the menstrual cycle.” The treatment con- 
sists of general hygienic measures, bromides, sodium iodide and 
arsenic preparations. 
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Table VII 


AN ANALYSIS OF 319 REPLIES AS TO THE VALUE 
OF EXERCISE 


| Freq. Ref 
(1) Underdeveloped and nervous type | 177 
(2) Sedentary type | 34 
(3) Obese type 48 
(4) Very young; poorly postured | a 
(5) Ail types 
(6) Abnormally placed uteri a 
(7) None 
(8) Detrimental effects 
(9) No experience | 


ous type is contraindicated.* The delicate, ane- 
mic woman with no organic lesion should have, 
along with tonics, a regime of exercise and exer- 
cises outlined by the gynecologist and carried 
out under his strict supervision. The simpler 
the instructions for exercises and the more 
pleasant the type of exercise, the more likely we 
are to secure the cooperation of the patient. 

The analysis of the replies as to the signifi- 
cance of time of pain in relation to menstrual 
flow is not conclusive, as is shown in a study 
of Table VIII. 


Table VIII 


AN ANALYSIS OF 319 REPLIES AS TO SIGNIFICANCE 
OF TIME OF PAIN 


Before Flow |__No. | During Flow | No. 
(1) Obstructive | 98 (1) Obstructive | 62 
(2) Congestive | 40 = 
(3) Pathological 29 || (2) Pathological | 63 
(4) Nervous and spas. 17 | | 
(5) Developmental 24 (3) Developmental | 2 
(6) Ureteral 3 (4) Endocrinological | 25 
(7) Constitutional | 1 (5) Constitutional | 19 
(8) Unanswered | 107 (6) Unanswered | 148 


Opinion, as you will note, is so conflicting 
that it is impossible to draw any conclusions 
from the replies. 


Drugs, Table 1X A shows, are the most popu- 


*Dr. Meaker uses the following exercises: 


(1) The patient lies on her back with her knees drawn up 
and slowly, but with the maximum of force, alternately draws 
in and pushes out the musculature of the lower abdominal wall 
to the fullest possible extent. This should be repeated twenty 
times, at a rate not faster than five times a minute. 

(2) Lying in the same position, the patient slowly and force- 
fully contracts the levator ani, and maintains contraction for five 
seconds. It is easy to explain what is required here by statin 
that the effort is the same as one would make in trying to hol 
in a loose bowel movement. This is repeated five times a minute 
for twenty times. 

(3) Finally, the knee-chest position is assumed for five min- 
utes. The labia should be separated in order that the vagina 
may be ballooned by atmospheric pressure. 

“These exercises are surprisingly vigorous and in the course of 
weeks, if faithfully carried out, will produce a definite effect in 
the way of stimulating the pelvic circulation and relieving chronic 
congestion,” 
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lar palliative measures. General hygienic meas- 
ures and physiotherapy are next in frequency 
of use. A combination of two or more of these 
methods was often recommended. 


Table IX A 
AN ANALYSIS OF 319 REPLIES AS TO PALLIATIVE 
MEASURES 


| Freq. Ref 
(1) Drugs (incl. prescriptions) 538 
(2) Physiotherapy, 
(3) Gene: 159 


| 

| 
(3) General measures l 
(4) No satisfactory method | 7 
(5) Unstated 


We encountered much difficulty in classifying 
the various drugs used, inasmuch as combina- 
tions were often suggested. We placed them in 
six general groups, as will be seen in Table 1X B. 


Table IX B 
A CLASSIFICATION OF THE TYPES OF DRUGS USED 


|_ Freq. Ref 

(1) Sedatives and narcotics | 256 
(2) Antispasmodics | 117 
(3) Opiates | 74 
(4) Alcoholics | 21 
(5) Medication | 7 

(6) Prescriptions—comb. two or more | 

above drugs | 45 


The sedatives and narcotics were most com- 
monly prescribed, antispasmodics second, opiates 
third, and alcoholics fourth. In many of the 
replies there was a specific statement that opiates 
and alcoholics were avoided except as temporary 
palliative measures. The prescription combina- 
tions were too numerous to mention. 

There is an occasional unresponsive case pre- 
senting severe local pain, at times associated with 
unbearable headaches, which fails to respond to 
all palliative and simple operative measures. 
These cases offer such a complex problem that 
I felt a separate question might give additional 
data that would be helpful. The results of the 
question are tabulated in Table X. 


Table X 


AN ANALYSIS OF 319 REPLIES AS TO MANAGEMENT 
OF UNRESPONSIVE CASES 


| Freq. Ref 

(1) General hygienic measures, psychotherapy, | 
medical treatment, endocrinology and | 

physiotherapy, alone or in combination | 383 

(2) Radical measures | 117 
Hysterectomy | 
-Ray 
Radium 23 
Dil. with pack or pessary 13 | 
Op. meas. for extrinsic causes... | 
Exploratory laparotomy __....- 8 | 

(3) Failed to answer | 200 


Vol. XXV No. 2 SOUTHERN MEDICAL JOURNAL 171 


One or more of the simpler methods of man- 
agement, as referred to in Group I of the table, 
was mentioned 383 times. The majority ad- 
vocated trying all of the simpler methods before 
resorting to radical measures. Several mentioned 
the importance of a complete medical study of 
the case, believing that often this type is due 
to some obscure constitutional condition; others 
asserted that careful examination of the eye 
grounds was indicated; and many stated that 
the neurologist would be of great assistance in 
handling this group of cases. References to 
radical measures were frequent, hysterectomy be- 
ing mentioned 32 times, x-ray and radium 56, 
dilatation with packing or pessaries, and exten- 
sive cervical operations 19; and exploratory lap- 
arotomy 8 times. Two hundred failed to answer 
this question. In a review of the literature 
one is impressed by the fact that each author is 
inclined to champion a certain method of treat- 
ment for all cases. Some feel that physiotherapy 
is of great value in treating these cases; others 
advocate dilatation of the cervix with multiple 
incision of the internal os and packing of the 
whole uterine cavity as capable of curing from 
80 to 90 per cent of cases, but there still remains 
this small group which nothing but hysterectomy 
or castration with x-ray or radium will relieve. 
One man recommended, in answering the ques- 
tionnaire, alcohol injections of Frankhauser’s 
ganglion and reported excellent results; favor- 
able results are also reported from the same 
procedure in the literature.* There are advo- 
cates who recommend sympathectomy? (resec- 
tion of the superior hypogastric plexus) in the 


*Blos, D.(8): “Injection of from 2 to 10 c. c. of a 70 per 
cent alcohol solution into both sides of Frankhauser’s plexus re- 
lieved all troubles in 24 cases of severe essential dysmenorrhea. 
The treatment caused no disturbance of menstruation or preg- 
nancy. A cannula 12 cm. long was used. The needle was in- 
serted into the labium inferius cervicis and slowly pushed in for 
from 2 to 3 cm., whereby half of the contents of the syringe 
was injected. While the needle was withdrawn, the other ‘half 
was injected. By adding a 5 per cent novocaine, the injections 
could be given ambulantly without causing any pain.” 

7Molfino, A. H.(53): ‘The following method is the one which 
the author prefers: an infra-umbilical median incision which may 
be extended upward, passing the umbilicus on the left. The au- 
thor does not recommend the incision of Pfannenstiel. After the 
eritoneum has been opened the small intestinal loops are pushed 
4 and upward and to the left until the promontory becomes 
visible. Next, the bifurcation of the aorta in the primary ileac 
fossa is located. The nerve cord is looked for in the triangular 
space formed by the ileac fossa and the promontory. For that 
purpose a vertical incision of from 3 to 4 cm. is made in the 
parietal peritoneum from the angle of bifurcation to a point 
just below the promontory. If the nerve is not easily found 
after this incision, a soft massage in a vertical direction must 
follow. In cases where the sympathetic nerve consists of only 
one cord it is rather easy to locate it, but where this nerve is 
plexiform the fibers must be cut one by one. Small hemorrhages 
during this step occur rather frequently due to section of the 
vessels of the nerves. However, they are of no importance. The 
sympathetic nerve will be resected for the length of 2 cm., which 
will prevent a possible regeneration.” 
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lent results. 


kind being reported as early as 1899.5° 


It is a serious matter to remove a woman’s 
In view of this 
fact, I asked this question, which has been partly 
answered in some of the preceding ones, “Is 
hysterectomy or the use of radium ever indicated 
in the management of dysmenorrhea?” Table XJ 
shows that the majority believe that hysterec- 
tomy and radium have a definite place in the 
treatment of unresponsive cases of dysmenor- 


womb, especially in early life. 


rhea. 
Table XI 


AN ANALYSIS OF 319 REPLIES AS TO THE USE OF 


HYSTERECTOMY OR RADIUM 
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treatment of obstinate cases. They report excel- 
I have had no personal experience 
with this latter operative procedure, although it 
is not a new measure, the first operation of this 


(1) Contraindicated (hys. and rad.) 


(2) Indicated (hys. or rad.) 


(4) Hysterectomy only 


| 
| 
| 
(3) Radium only | 35 
| 
| 


5) No experience 


I believe that hysterectomy is usually the 
treatment of choice unless there is some contra- 
indication to operative procedures, although the 
smaller or non-castrating dose of radium, as ad- 
vocated by Polak®? and others, may be used 
without danger. 

There have been many in the past who were 
enthusiastic as to the benefit obtained from 
cauterization or cocainization of the genital spot 
in the nose. Results of the questionnaire, as 
tabulated in Table XII, show that there is an 
almost equal division of opinion. 


Table XII 


AN ANALYSIS OF 319 REPLIES AS TO THE EFFECT 
OF COCAINIZATION OR CAUTERIZATION OF 
THE GENITAL SPOT IN THE NOSE 


Number 
(1) Effective 60 
(2) Ineffective 76 
(3) No experience : 167 
(4) No answer 15 
(5) Relief of sterility | 1 


The majority have had no experience with it 
at all; many explained its efficacy as due to 
psychic influence; and no one believes it to be 
a panacea for dysmenorrhea. One man stated 
that the procedure relieved sterility in one of 
his cases. 

The frequency of individual experience with 
membranous dysmenorrhea, as shown in Table 
XIII A, varies from no cases to 1,000. A large 
percentage of those answering the question had 
observed from one to five cases. 


February 1932 


Table 


XIII 


ANALYSIS OF 319 REPLIES AS TO FREQUENCy 
OF MEMBRANOUS DYSMENORRHEA 


AN 


(1) No cases 


| 

(2) One to five cases | 
(3) Five to ten cases | 29 

| 

| 


(4) Ten to one thousand cases 
(5) Unanswered 


In my personal experience I have seen only 4 
cases. It is quite evident that the men who 
saw from several hundred to 1,000 cases either 
misinterpreted my question or have a different 
method of classifying their cases. 

Table XIII B indicates the difference of opin- 
ion as to the etiology of membranous dysmenor- 
rhea, opinion being so divided that it is impossi- 
ble to draw any conclusions from the question- 
naire. 


Table XIII B 


AN ANALYSIS OF 319 REPLIES AS TO THE CAUSE OF 
MEMBRANOUS DYSMENORRHEA 


(1) Pathological 

(2) Endocrinological 

(3) Physiological 

(4) Constitutional 

(5) Specific cause unknown 
(6) Do not know 

(7) Unanswered 


~ 


One of the cases in my personal series passed 
several casts of the uterine cavity and had two 
miscarriages. Notwithstanding the fact that she 
had a negative blood Wassermann and spinal 
fluid, she was started on mercury and iodides, 
gave birth to a normal baby, and has not been 
troubled with membranous dysmenorrhea since. 
It is questionable whether the mercury and 
iodide acted as a specific treatment, or whether 
the iodide, acting as a resolvent, gave the bene- 
ficial result. In the literature there are several 
cases of membranous dysmenorrhea reported 
cured by the removal of some constitutional con- 
dition. 

The table on neurotic dysmenorrhea, X/V 4, 
shows a great diversity of opinion as to the oc- 
currence of this difficulty from comparative fre- 
quency to non-existence. 


Table XIV A 


AN ANALYSIS OF 319 REPLIES AS TO cated 
OF NEUROTIC DYSMENORRHEA 


|__Number 
(1) Frequent | 161 
(2) Infrequent | 109 
(3) Non-existent | 37 


(4) Part of hypersensitivity 12 


— 
a8 
— _ 
| Number 
a | 69 
| 41 
| 14 
| 9 
| 78 
= 
a7 


Vol. XXV No. 2 


The relation between neuroses and dysmenor- 
thea, I believe, remains unsolved. In many 
cases, it is doubtful whether an existing neurosis 
causes the dysmenorrhea, or whether the pain 
and the dread of its recurrence from month to 
month cause the neurosis. It is definitely known 
that there is a group of women who have a low 
pain threshold or a hypersensitiveness. In my 
opinion, there is a small group, suffering from 
the milder type pain, in which dysmenorrhea 
may be attributed directly to a neurosis. In 
the more severe types, the pain may be accentu- 
ated by a neurosis, but is seldom caused by it 
alone. 

Opinion as to the management of neurotic 
dysmenorrhea is outlined in Table XIV B. Some 
believe that psychiatric treatment should be 
given by the gynecologist, and others think that 
it is better to have it administered by the psy- 
chiatrist himself. Sex education was strongly 
emphasized by six men as being very essential. 
The importance of avoiding opiates, alcoholics 
and operative measures was also stressed. In 
selected cases I believe that a careful examina: 
tion by the psychiatrist is desirable, but in a 
large percentage of cases the gynecologist should 
be able to cope with the situation by an outline 
of hygienic measures, such as physiotherapy and 
exercise, and by palliative medical measures dur- 
ing the period. 

Tabie XIV B 


AN ANALYSIS OF 319 REPLIES AS TO TREATMENT 
OF NEUROTIC DYSMENORRHEA 


|__Namber_ 

(1) Careful examination | 32 
Psych. exam. by gynecologist 
Psych. exam. by psychiatrist... 6 | 
Med. exam. by internist 

(2) General hygiene | 55 

(3) Marriage and pregnancy | 10 

(4) Radical measures 7 
adium 

(5) Organotherapy | 5 


Much attention should be given to the social 
relation between husband and wife and in certain 
cases sex education is of great value. 


Before taking charge of any case of dysmen- 
orrhea, it is imperative that the gynecologist 
impress upon the patient the importance of con- 
tinuing treatment over a period of several 
months and the necessity of following instruc- 
tions in the greatest detail. Written instructions 
as to general health and hygienic measures 
should be given and should include the following 
points: 
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(1) Daily elimination by the bowels. 


(2) Bathing during the menstrual period. On ac- 
count of the widespread tradition that women should 
not bathe during the menstrual period, definite in- 
struction on the question is necessary. The opinion is 
expressed in the literature and in the questionnaire, and 
is borne out in my personal experience, that bathing 
does not cause nor aggravate dysmenorrhea if the proper 
precautions are taken. The water and the bathroom 
must be warm, though there is often as much danger 
in having the room too hot as too cold, because the 
patient may become suddenly chilled after leaving the 
room. 


(3) Exercise and exercises. Type and amount of ex- 
ercise and exercises should be regulated according to 
the individual, as has already been indicated. 

(4) Fresh air and diet. 

(5) Mental hygiene (especially in the case of the neu- 
rotic person). 

(6) Details of instructions as to palliative medi- 
cal treatment for mild pain. Of course, this calls for 
individualization as to type of medication. 

Written instructions are required because the 
patient may not lay proper stress upon details if 
the instructions are given orally. Some of the 
orders are not to be carried out for twenty to 
twenty-five days and the patient is likely to for- 
get them. Many times instructions are numer- 
ous and the patient is apt to become confused 
as to their execution. In addition to these 
things, there are certain cases in which the co- 
operation of the mother or of the husband is a 
decided advantage and written instructions help 
to obtain this. 

In many cases the therapeutic test is of para- 
mount importance in determining the next step 
in treatment and the patient must be informed 
of this fact so that her cooperation may be 
secured and, if possible, the more drastic opera- 
tive measures avoided. 


SUMMARY 


(1) The cause of dysmenorrhea is an unset- 
tled problem. I believe that no one theory, or 
combination of two theories, is capable of ex- 
plaining all cases of dysmenorrhea. 

(2) Stenosis and flexion are capable of caus- 
ing dysmenorrhea. Best results in treatment are 
obtained by prolonged dilatation by the use of 
either pessary or uterine pack, with or without 
bilateral or multiple incision of the internal os. 

(3) In handling poorly developed uteri, or- 
ganotherapy and general hygienic measures, if 
administered before maturity, are valuable. In 
cases which have failed to respond to ordinary 
measures and in which severe pain persists after 
maturity, radical operations, such as_hysterec- 
tomy, are indicated. 
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(4) Organotherapy is recommended by the 
majority answering the questionnaire, but is 
administered empirically by a large number. 


(S) For palliative measures, physiotherapy, 
sedatives and narcotics, antispasmodics and gen- 
eral hygiene, including exercise, are used. Alco- 
hol and opiates should be used only temporarily. 


(6) In the treatment of unresponsive cases, 
after all simpler methods have failed to give re- 
lief, dilatation with pack or pessary, exploratory 
laparotomy, castration doses of x-ray or radium, 
and hysterectomy are justified. 

(7) The questionnaire and the literature both 
reveal the fact that the cause and treatment of 
membranous dysmenorrhea is still debatable. 

(8) Neuroses play a definite part in dysmen- 
orrhea. In some instances the hypersensitivity, 
or lowered pain threshold, aggravates the dys- 
menorrhea, and in other cases the dysmenorrhea 
is a definite factor in the production of the neu- 
rosis. 

(9) In any case of dysmenorrhea it is impor- 
tant that the patient realize that the more severe 
cases necessitate treatment over a period of sev- 
eral months. Full cooperation must be secured 
so that the details of treatment will be faith- 
fully carried out, and the patient must under- 
stand that failure to respond to treatment means 
that drastic measures may be required. 

(10) Definite written instructions should re- 
place oral advice in dysmenorrhea cases. This 
means better understanding, closer cooperation, 
and, in a large number of cases, improved re- 
sults. 

(11) One of the purposes of this paper is to 
stimulate more concerted action on the part of 
the gynecologists of the South in the study of 
the causes and management of dysmenorrhea. 
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RECENT NEUROLOGICAL ADVANCES 
AND THEIR IMPORTANCE IN THE 
FIELD OF MEDICINE* 


By Tempe Fay, M.D., F.A.CS.,7 
Philadelphia, Penn. 


Neurology has often been stigmatized as a 
branch of medicine noted for its difficulty in 
diagnosis and its paucity in remedial treatment. 
Neurosurgery in its recent development has of- 
fered certain definite solutions for its specific 
problems, and within the last ten years neuro- 
physiology has pointed the way toward early 
corrective measures which may check the prog- 
ression of nervous diseases to their ultimate 
chronic state. 


An increasing recognition of the part played 
by early injuries of the brain sustained during 
birth, and those following infantile trauma, as 
well as the progressive development of cerebral 
edema and hydrocephalus, is evident on all 
sides. One of the most important advance- 
ments which has been made toward the preven- 
tion and treatment of mental deficiency and 
chron‘c cerebral destruction has arisen from the 
efforts devoted toward analysis and under- 
standing of the cerebrospinal fluid mechanism. 
Its influence in terms of hydraulics upon the 
cerebral structures enclosed within its fluid con- 
fines cannot escape our attention, as it has a 
direct relationsh’p to the patient’s mental ac- 
tivity and development. 

It has been well established (Fremont- 
Smith) that cerebrospinal fluid is produced as 
a dialysate from the blood stream, and that it 
is reabsorbed into the large venous channels, 
leaving the craniovertebral cavity (Weed). 
The volume of cerebrospinal flu'd produced 
each day varies with the amount of liquid con- 
sumed by the individual. With the fixation of 
the fluid intake level of the patient to 30 tctal 


*Read in Section on Neurology and Psychiatry, Southern Medi- 
cal Association, Twenty-Fifth Annual Meeting, New Orleans, 
Louisiana, November 18-20, 1931. 


F Professor of Neurosurgery, Temple University School of Med- 
cine. 
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ounces per day, 45 to 65 c. c. of spinal fluid 
are obtainable each day; whereas, the patient 
placed upon 20 total ounces of liquid intake 
yields practically no spinal fluid to lumbar 
puncture after the second day (Fay). 


With the craniovertebral cavity practically 
fixed as to its limits, and with only the venous 
channels as an outlet for the changing fluid 
volume, the problem resolves itself into main- 
taining the proper relationship between the 
volume components, within the limits of the 
craniovertebral boundaries, the most important 
of which is blood volume because of its oxygen 
and nutritional components. 


The structures which lie within this limited 
space may be divided, for our convenience, into 
three volume components. 


(A) Arteriovenous blood volume 
(B) Brain, meningeal, and structural tissue volume 
(C) Cerebrospinal fluid and perivascular fluid volume 


Volume A, relationship to circulating arterio- 
venous blood, is variable, dependent upon the 
efficiency of the venous outlets, as well as the 
efficiency of the arterial flow introduced into the 
craniovertebral cavity. The volume may be in- 
creased or diminished by the increase or diminu- 
tion in the size of the vessels, through vasocon- 
striction, compression, compression-obstruction 
of the venous outlets with overfilling of the vas- 
cular bed, and vasodilatation in terms of hyper- 
emia. 


Volume B components are determined by 
the metabolic factors concerned with fluid re- 
tention in the structural and ganglion cells of 
the brain and cortical mass. Hydration and de- 
hydration of the cellular structures themselves 
increase or decrease this volume component, as 
does also the addition of cellular mass in the 
form of new growths. 

Volume C is likewise dependent upon the rate 
of production, the rate of elimination, and the 
efficiency of the structures concerned in both. 
As volume C, representing cerebrospinal and 
perivascular fluid, is dependent for its existence 
upon fluid derived from volume A, or the blood 
vascular system, a certain interrelation between 
these two factors becomes evident. 

Brain tissue requires a constant and adequate 
supply of oxygen to maintain function at all 
times. The higher levels of consciousness and 
complicated cerebral activity demand more oxy- 
gen than any other tissues in the body. The 
cortical circulation is approximately five times 
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that of the basal structures and white matter 
of the brain. Physiological activity and actual 
survival of the ganglion cells depend upon a con- 
stant supply of oxygen and removal of carbon 
dioxide. Ganglion cells will not survive a period 
of total anoxemia lasting 4 to 8 minutes, as 
has been demonstrated by Winkelman and oth- 
ers. Swelling and softening occur in spite of 
the return of circulation and oxygen after this 
period. Recent studies undertaken on the rab- 
bit at Temple University indicate that begin- 
ning degenerative changes may be noted after 90 
seconds of anoxemia, produced by arterial liga- 
tion in the neck, even though circulation be re- 
established and the animal survive. The acuity 
of the process is dependent upon the severity 
of the anoxemia, and in chronic, low-grade types 
of anoxemia the changes are more gradual, but 
the end result is the same, the process being 
a matter of degree rather than of difference. 


With these factors in mind, and with the 
known interrelationship of volume components 
within the almost closed craniovertebral cav- 
ity, it is evident that many of our chronic and so- 
called idiopathic cerebral changes, seen by en- 
cephalogram, or at necropsy, can well be viewed 
in the light of the foregoing considerations, so 
important from the standpoint of vascular cir- 
culation, and consequent proper oxygenation. 

When we read spinal pressures taken by 
an accurate U-tube mercury manometer we 
accept the laws of hydraulics, in that this 
pressure represents the pressure within the 
skull and surrounding the brain, even though 
determined at the caudal end of the spinal 
canal, proper recognition being given to the 
position of the patient, the readings usu- 
ally being taken in the horizontal position. 
The pressure so obtained represents the in- 
terrelationship between the three volume com- 
ponents, but gives no actual idea of the compar- 
ative ratio of these components, so that a patient 
with a “normal” spinal fluid pressure of 8 to 
10 mm. of mercury may have a normal propor- 
tion of the three volume components, or another 
patient with a similar “normal” reading, may 
have a great excess of one volume component 
at the expense of another. The total volume is 
the same, but the ratio between the volume is 
entirely altered and consequently the physiologi- 
cal relationships, in terms of circulation and oxy- 
gen, are greatly disturbed. For instance, with a 
fixed craniovertebral volume the patient may 
have a subdural hemorrhage, with increase now 
in volume A, and as volume A increases, volume 
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C may be reduced by rapid elimination of spinal 
fluid through its normal outlets, so that 
spinal pressure readings may be approximately 
normal, or only indicate a slight top-normal read- 
ing of 10 mm. of mercury. The total volume re- 
mains the same. The compensatory shift of one 
factor, to make way for the addition of another, 
has been so compensated for that the pressure 
reading gives no clue as to what actually has 
occurred. Sufficient venous and arterial blood 
may have been squeezed out to make way for 
the hematoma, along with certain amounts of 
spinal fluid, so that the patient loses the appro- 
priate local capillary circulation to definite cen- 
ters, producing the focal signs of paralysis or 
loss of function, or he may even reach a stage 
of unconsciousness without increased cerebro- 
spinal fluid pressure. Similarly, a brain tumor 
may add to the volume bulk of the brain so 
gradually that cerebrospinal fluid is displaced, 
excess venous blood expressed, and spinal fluid 
pressure remains normal, although physiological 
disproportion betwen the volume components be- 
comes evident with the advent of focal signs; or 
the progress may be so insidious that acute signs 
of intracranial pressure do not develop until 
later. Subsequent operation or autopsy reveals 
that a tumor had been present for months or 
years, not suspected and without clinical signs. 

The third example of disproportion between 
cerebrospinal fluid volume and its effect upon 
circulatory volume and relative brain volume 
concerns us most. In this group, an increase 
in the amount of cerebrospinal fluid, either be- 
cause of over-production or improper elimina- 
tion, or a combination of both, gradually dis- 
places the important circulating blood volume 
and produces a relative anemia and anoxemia. 
Should this take a chronic form, interspersed by 
intermittent periods of acute intracranial pres- 
sure, there follows rapidly or more gradually an 
actual loss of ganglion cells throughout the brain 
structures and consequently rapid mental dete- 
rioration. This type of brain atrophy and cere- 
bral volume loss concerns us most in the prob- 
lems of mental deficiency, epilepsy, spastic di- 
plegia, senile degeneration, and the chronic forms 
of the posttraumatic low-grade increase in in- 
tracranial pressure. 

As acute trauma, either at birth or during 
the later decades of life, gives rise to a process 
familiar to all, one can trace many of these fac- 
tors in the immediate episode following the in- 
jury. Sufficient force has occurred to contuse 
the brain, producing a mild or severe subarach- 
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noid hemorrhage, which in turn delays cerebro- 
spinal fluid elimination and favors an over-accu- 
mulation of cerebrospinal fluid volume. The 
trauma itself likewise produces swelling and 
edema of the cells, in close proximity to the in- 
jured brain tissue, so that brain bulk may be 
increased by this swelling. 

Circulating blood volume is the only com- 
ponent which can respond to alter the volume 
relationship. In an attempt to compensate for 
the added volume of the brain in terms of swell- 
ing or edema, and cerebrospinal fluid in terms 
of delayed absorption and consequent over- 
accumulation, circulating blood is forced out 
through the venous channels as well as from the 
capillary bed and anoxemia results. Subsequent 
edema at the site of injury, spreading through- 
out the structures, compresses and closes the 
capillary network in such a way that there may 
be a general decrease of circulation to the cor- 
tex, with a loss of cortical function from oxygen 
lack, primarily, or “unconsciousness,” or a local 
loss, sufficient to produce the symptoms con- 
fined to the specific area of the brain. 

In the last analysis, anoxemia becomes the 
important factor and the permanent damage pro- 
duced by the anemia may be widespread in char- 
acter because of hours or days during which this 
sensitive cortical structure was deprived of suf- 
ficient oxygen to maintain the vitality of the 
cells. The injury is then extensive, although the 
actual zone of traumatic destruction may be 
comparatively small and unimportant. 

It becomes evident that if we are to protect 
the cortical cells, which in infancy have little or 
no function, but must play an important part 
in later development, or in adult life, where 
function has already been established, we must 
maintain oxygen circulation constantly and in an 
adequate amount to prevent actual loss of the 
cellular structures. 

The neurologist recognizes the hopeless prob- 
lem presented by patients whose cerebral struc- 
tures have already undergone marked deteriora- 
tion. In order to prevent these hopeless cases, 
the treatment must be applied at the time of 
the disproportion between the volume com- 
ponents and during the period of anoxemia. 
Clinically, this means that in cases of birth in- 
juries every effort should be made to maintain 
blood circulation to the brain, even if necessary 
at the expense of the child’s proper physical de- 
velopment. 

The obstetrician and pediatrist must be made 
to recognize that the mechanism of labor cannot 


be prolonged after the birth of the head. Fre- 
quently when the perineum contracts upon the 
neck, time is allowed for the shoulders to rotate, 
while the child becomes cyanotic and the cerebral 
vascular system is occluded by pressure upon the 
veins of the neck, with the possible rupture of 
small cortical veins, or dangerous periods of 
anoxemia, which may be four to eight minutes 
in duration. The obstetrician must recognize the 
physiological application of the forces of hy- 
draulics in the moulding of the infant’s head 
during the early stages of labor. He is depend- 
ent upon the hydraulic application of pressure 
produced by the uterus in dilating the cervix 
before rupture of the membrane. He is not cog- 
nizant of the fact that the fluid volume ratios 
within the child’s head hydraulically compress 
the brain as the head is moulded in the birth 
canal. He is aware of the common experience 
that the child, after birth, loses from 6 to 14 
ounces in weight; that this loss of weight dur- 
ing the first 48 hours represents actual loss of 
fluid volume from the infant, some of which 
was within the cerebrospinal fluid system and 
the cellular structures of the brain, and that 
this has added to the bulk of the head and the 
hydraulic compression of the brain during de- 
livery. 

Since the control of the fluid volume intake 
of the mother during the last few weeks of 
pregnancy by Arnold at Temple University Hos- 
pital and the consequent favorable reduction of 
excess of fluids, both in the mother and the 
child, there has been a marked reduction in 
caput succedaneum, distortion in moulding of 
the head, prolongation of labor, and the inci- 
dence of cerebral trauma in the new-born. The 
weight of the infant has been less than the aver- 
age; the postnatal loss of fluid negligible, and 
an immediate gain in weight of the child noted. 
In other words, the excess fluid carried through 
the birth canal has been eliminated to the bet- 
ter protection of the brain and the more rapid 
development of the child. 

The pediatrist concerned with calories and 
weight has neglected to estimate the effect upon 
the cerebral structures of forcing large quantities 
of supposedly necessary liquid diet upon the in- 
fant, which in proportion to its size are exces- 
sive, as far as the needs of the body are con- 
cerned. When damage to the cerebrospinal fluid 
circulating system has occurred at birth or in 
the presence of a deficient venous drainage 
mechanism, an early chronic communicating 
hydrocephalus has been maintained, to the ulti- 
mate destruction of the development of the brain. 
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The pediatrist has placed more significance 
upon weight gain in the infant than upon the 
protection of cerebral activity. The early and 
progressive gain of weight is largely due to water 
retained within the tissues, and as long as the 
infant’s mother is deluded with the idea that fat- 
ness and plumpness are the criteria of its health, 
there is little hope that the neurologist may save 
a brain suffering from chronic cerebral edema 
and intracranial pressure. 


There is no one who would exchange a thin 
and sinuous body, with an active brain and nerv- 
ous system, for a fat and water-logged ‘“‘healthy 
type,” deprived of mentality and destined to be 
a social and economic liab'lity. 


Two years ago we made the cho'ce between 
an active cerebral nervous system and the pre- 
dicted woeful consequences of underfeeding and 
fluid limitation in a five weeks’ old infant. We 
chose to run the risk of physical delay in devel- 
opment with the hopes of preserving mental ac- 
tivity. The results have been no less than 
astounding. The infants placed upon fluid 
values in proportion to their cerebrospinal fluid 
efficiency not only survived, but have developed 
normally, as to both physical and mental facul- 
ties, their weight at the present time being only 
10 per cent below the normal. Their fluid levels 
have never been above 20 ounces; their hydro- 
cephalic tendencies are entirely controlled, and 
they have had apparently normal acuity in the 
development of speech, walking, and infant re- 
actions. 


In spite of the fear of renal complications, 
there has not been the slightest evidence by 
blood study or urinalysis of any change in renal 
function. Specific gravity alone has shown an 
increase and the infants, instead of being ‘wet 
all the time,” have required less attention as to 
the changing of their clothes because of the di- 
minished production of urine. 

The problem following injury to the brain in 
later life has also received immediate attention 
from the standpoint of the three volume com- 
ponents. The active application of dehydration 
by means of intravenous hypertonic solutions, 
curtailment of fluid intake and spinal drainage, 
has reduced the mortality of head injuries 15 per 
cent in our series, so that the total mortality is 
now 19 per cent, and the mortality after the 
third hour falls to 14.2 per cent, the actual mor- 
tality from uncomplicated brain injuries being 
8.4 per cent. 

The program in the traumatic group has been 
not only to protect the individual’s life, but to 
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preserve the mental faculties, which will enable 
him to return to an economic readjustment. The 
active measures instituted to preserve cerebral 
oxygen supply during the acute phase of edema 
and intracranial pressure have been rewarded by 
a prompt return of the patient to consciousness; 
a diminution in the hospital days and rapid re- 
adjustment to economic activity without the for- 
mer common complaints of headache, dullness 
loss of attention and concentration, memory de- 
fects, as well as a general hyperirritability. All 
but 10 per cent of the patients in this series 
have returned to work between the sixth week 
and the third month, and have convincingly dem- 
onstrated the fact that maintenance of a re- 
stricted fluid intake has been associated with 
a sense of well being and health, whereas, a vio- 
lation of the fluid intake or the indiscreet use of 
fluids, in many cases, has brought forth the vol- 
untary admission from the patients that they 
“did not feel so well,” or complained of head- 
ache, dullness and mental torpor, returning vol- 
untarily to the fluid limitations prescribed for 
each individual case. 


Not only has the economic problem been 
greatly assisted by readjustment of the physio- 
logical relationship between the volume com- 
ponents, but the subsequent posttraumatic neu- 
rosis and general deterioration have been elimi- 
nated, so that only two out of the 241 traumatic 
cases in this series have shown signs of mental 
deterioration. 

The principle has been applied to eclampsia, 
and interestingly enough here again the physiol- 
ogy of the brain has determined the outcome of 
the cases, so that during the past two years Ar- 
nold’s Department of Obstetrics at Temple Uni- 
versity Hospital has lost only one patient from 
eclampsia, and this case was admitted to the 
Hospital in the terminal state. One infant suc- 
cumbed because of the insistence of the family 
physician upon premature delivery. 

In the entire series, when proper balance of 
fluids and dehydration, as indicated, have been 
obtained during the past two years, including 
cases of acute and chronic nephritis as well as 
patients suffering from epilepsy, there has been 
no instance in which the eclampsia has not been 
promptly controlled. In every case both patient 
and child have been saved, in contrast to the 
general mortality of 20 per cent in eclampsia and 
the accepted mortality of 12 per cent in the best 
clinics in the country. The preservation of cere- 
bral activity by control of the edema and of the 
excess cerebrospinal fluid has reduced the mor- 
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tality of eclampsia to zero in those cases where 
the methods could be applied at the onset of the 
convulsive seizure. 

One of the most striking observations in this 
series was the prompt reduction in hypertension 
following dehydration and the improvement in 
renal function. The full report of this series 
will appear in Surgery, Gynecology and Obstet- 
rics in the near future. 

Here again the neurologist finds the death in 
eclampsia due to a failure of the cerebral cen- 
ters, secondary to the renal insufficiency. The 
cerebral edema associated with convulsions pro- 
duces a final anoxemia and death. The prompt 
effect of dehydration on the hypertension is .not 
alone the result of reduction of vascular volume, 
but apparently some of the rise in general sys- 
temic blood pressure is an attempt to compensate 
for the cerebral anemia, and to force blood 
through a capillary system deficient because of 
pressure or a mechanical obstruction through 
actual tissue edema. 

The recent work of Forbes and Wolff would 
indicate that compensatory rises of general arte- 
rial pressure follow gradual rises of intracranial 
pressure. The same principle has been applied 
to the states of stupor in post-prostatic uremia 
by Thomas at Temple University Hospital and 
the Philadelphia General Hospital, and in lobar 
pneumonia by O’Neal, where signs of cerebral 
edema and loss of consciousness indicate de- 
ficency in proper cortical oxygenation. 

In lobar pneumonia, spinal drainage is not in- 
cluded because of the possible danger of draw- 
ing the organisms into the cerebrospinal fluid 
system and favoring a pneumococcic meningitis. 
Curtailment of fluid intake, the use of hypertonic 
glucose solution intravenously and _ purgation 
have already demonstrated that the toxemia in 
pneumonia can be taken care of in many cases 
to the ninth day, when a crisis is to be expect- 
ed, whereas the principle of attempting to wash 
out the “toxin” by admin’stering large quanti- 
ties of fluid in the face of insufficient elimina- 
tion through the renal and other mechanisms, 
has claimed the patient by cerebral edema be- 
fore the natural processes of resistance and a 
crisis could be evolved. 

The acute hydrocephalic states in infants suf- 
fering from the usual diseases of childhood is a 
striking criticism of our ability to estimate 
properly the metabolism of fluids in the body. 
It is within the realm of possibility to determine 
definitely the amount of fluid passing through 
the body. The liquid intake may be measured, 
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and as fluid enters the body by the oral route 
alone, unless it is administered by rectum, in- 
travenously, intraperitoneally or by other un- 
usual channels, the volume can be definitely de- 
termined. 


The normal outlets for fluid include the 
urine, bowel movements, breath, and skin. It 
is possible to measure or weigh the renal output. 
If the patient is weighed daily, the amount of 
fluid lost through the other portals can be esti- 
mated, as a pint weighs approximately a pound, 
and 8 ounces represent half pounds and 4 ounces 
one-quarter of a pound, thus permitting a check 
of the fluids stored, to within 4 ounces, with rea- 
sonable care. It is evident that if the portals of 
outlet are deficient, the administration of fluid 
should be governed by this knowledge, as there 
is no mysterious d’sappearance of this factor, 
but an orderly turn-over from day to day. With 
the advent of an acute infection the skin portal 
is shut down with a rising temperature and a 
dry surface, the toxemia curtailing renal output. 
The loss of fluid through the breath increases 
only to a slight degree, and unless vomiting or 
diarrhea supervenes, a definite storage of fluid 
within the tissues immediately results. With 
the tissue storage in the brain, so-called “toxic” 
headache, irritability, dullness, loss of conscious- 
ness and stupor may ensue. These symptoms 
are usually promptly relieved by the opening of 
the portals, or if this is not possible, by the cur- 
tailment of the fluid intake. 

Our intelligence and judgment might be se- 
verely criticized if in the presence of deficient 
drains in our household plumbing we should per- 
mit the taps to flow until the system was flooded 
and the efficiency of the structures impaired. 
Because of the tradition that dilution and “wash- 
ing out of toxins” is possible, we are d’sregarding 
the laws of hydraulics within the body, which we 
should recognize immediately in systems operat- 
ing in our environment. 

That water metabolism is intrinsically con- 
nected with the metabolism of carbohydrates and 
certain fundamental bases has been pointed out 
by Gamble. He divides the mechanism of water 
retention and elimination into that concerned 
with the retention of fluid within the cells, prin- 
cipally because of the potassium, and that deal- 
ing with the retention of flud in the vascular 
spaces and interstitial compartments, depend- 
ent upon sodium. 


We find that our problem is divided into two 
phases, which concern (1) the interstitial and 
(2) the intracellular fluid. Diarrhea or purga- 
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tion removes from the body rapidly the alkaline 
secretions of the upper gastro-intestinal tract, the 
pancreas and liver. With the fall in the fixed 
base sodium in the blood stream consequent upon 
this elimination, there is a compensatory with- 
drawal of sod'um from the tissues into the blood 
stream. With the fall in sodium as a fixed base 
in the interstitial storage spaces, there is rapid re- 
duction of interstitial fluid and consequently a 
type of dehydration commonly observed under 
the term of acidosis. No amount of water ad- 
ministered to the individual who has not the 
sodium factor required to retain the fluid assists 
in the readjustment of the dehydration. 
However, on the other hand, the readm‘n- 
istration or retention of the sodium factor 
favors storage of fluid, and thus alkalosis 
becomes a corollary of edema and the symp- 
toms noted in cases of excessive vomiting or 
loss of the acid radicals are frequently as- 
sociated with stupor and signs of cerebral 
edema. On the other hand, intracellular fluid is 
dependent upon potassium for its retention and 
does not vary with the fluctuations of blood 
volume and interstitial fluid volume. The cel- 
lular volume of fluid is influenced by carbohy- 
drates, and, as Gamble has shown, the cells re- 
quire two-thirds more water for carbohydrate 
metabolism than for protein metabolism. Thus 
the untreated diabetic, unable to burn the car- 
bohydrates, lives on his own protein (as well as 
administered proteins), loses potassium rapidly, 
and this is associated with an actual loss of 
structure, so that intracellular fluid volume be- 
comes decreased. As cerebrospinal fluid repre- 
sents the largest single collection of interstitial 
fluid, the methods at our disposal for removal 
of this excess by physiological means must be 
concerned with elimination of the fixed base so- 
dium, the favoring of acidosis and the use of 
hypertonic solutions which will hasten the with- 
drawal of fluid from the tissue spaces. 

Problems of intracranial pressure and edema 
are concerned with these two fluid ratios. It 
has been possible to withdraw cerebrospinal fluid 
and prevent its formation, but so far actual in- 
tracellular edema may persist, and I have ob- 
served on several occasions excessive edema of 
the brain, in the presence of dehydration, to the 
point of emaciation in other structures, as well 
as complete drainage of the cerebrospinal fluid 
system. 

We must therefore recognize that the treat- 


ment of the volume components must be spe- 
cifically applied to the component which requires 
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reduction in volume. For instance, volume A 
circulating blood, may necessitate measures di. 
rected toward curtailment of excessive arterial 
supply to the brain (ice bags to the neck and 
head, elevation of the head and reduction in hy- 
pertension) but also attention to the venous re- 
turn to the heart. In cardiac decompensat'on, 
with excessive intrathoracic congestion, this is an 
important factor. In obstruction from the thy- 
mus, by pressure against the jugular veins in the 
neck, x-ray treatment of the thymus is indicated, 
with the proper positions of the patient and tem- 
porary reduction in cerebrospinal fluid volume, 
to compensate for the delay in venous return 
from the brain. Inflammation of the neck, cel- 
lulitis, peritonsillar abscess and acute mastoid 
disease, all offer obstruction by mechanical com- 
pression of the jugulars, which alters blood vol- 
ume within the skull and prevents the proper re- 
turn of blood from the brain to the heart. Where 
stupor or unconsciousness is present a careful 
analysis must be made to determine the phys'cal 
factors that may be responsible for poor oxygena- 
tion of the cortex. In the last analysis these 
symptoms are due to oxygen lack in the vast 
majority of cases. 

In approximately 20 per cent of the cases of 
idiopathic epilepsy and certain hereditary men- 
tal defectives, it has been observed in our clinic 
by careful stereoscopic studies of the jugular 
foramina that these outlets are developmentally 
deficient and the venous structural plan of the 
large dural sinus contains many anomalies (see 
Swift) with attempts at compensation where the 
jugular foraminal outlets have been markedly 
stenosed or actually undeveloped. This group 
of structural anomalies represents many of the 
hereditary characteristic deficiencies and certain 
hydrocephalic manifestations which develop from 
this disturbance alone. 

Investigation of the dural venous system has 
usually disclosed a marked deficiency, such that 
the system is not capable of compensating for 
the added load or stress placed upon it in a cere- 
bral crisis. Some unsuspected cerebral circula- 
tory deficiency is apparent in a certain propor- 
t'on of medical and surgical cases where unfore- 
seen cerebral catastrophes occur. 

The second factor affecting brain volume re- 
quires its own analysis. Intracellular swelling, in 
the form of edema of the cells themselves, is 
beyond our present means of relief. Hence dur- 
ing the stage of edema, the least important vol- 
ume factor, that is, cerebrospinal fluid, must be 
withdrawn and maintained in the smallest pos- 
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sible volume during the period of readjustment. 
Intracellular swelling frequently occurs in brain 
trauma and vascular diseases of the brain asso- 
ciated with thrombosis and consequent to anox- 
emia. Landis has shown that capillary perme- 
ability is increased to four times the normal in 
a field of anoxemia, and thus a vicious circle of 
edema and anoxemia may produce the combina- 
tion of intracellular disturbance, added to the 
displacement of blood volume, and increase the 
anoxemia. The third volume relationship con- 
cerns spinal flu and this may be treated di- 
rectly by spinal drainage or indirectly by fluid 
limitation, placing the patient on 20 total ounces 
of fluid per day and withdrawing sweets and 
salt from the diet. : 

Behind the circumstances surrounding many 
acute infantile and adolescent dseases lies a 
story of brain edema, compression and anox- 
emia, which may well account for the cerebral 
changes seen in many individuals. Where cere- 
bral signs are present, either acutely or in the 
chronic case, the neurologist should find ample 
opportunity to study the mechanism involved 
and prescribe the necessary measures for any 
readjustment. The neurologist today will find 
in the principles of neurophysiology, especially 
those surrounding the cerebrospinal fluid mecha- 
nism, one of the most hopeful methods of pre- 
vention and treatment of the acute and chronic 
conditions encountered throughout the field of 
medicine. 


The bra‘n and spinal cord represent the key- 
stone around which the entire physical body 
structure evolves, and to which all other mecha- 
nisms are apparently subservient. The neurclo- 
gist of the future must not be content with the 
diagnosis of established diseases of the nervous 
system, but must take an active part in the pro- 
tection and development of these structures to 
prevent the chronic changes which var‘ous dis- 
eases produce in this most important of human 
structures. 


The field of neuropsychiatry, in the broadest 
sense, is the field of medicine. The physician 
and the surgeon depend upon neurological mani- 
festations, either in the form of pain, rigidity of 
the reflex mechanism, spasm, vomit'ng or cough- 
ing, to make the diagnosis of conditions admit- 
tedly non-neurological. The average physic’an 


today is not intimately acquainted with the 
structure and function of the nervous system as 
displayed in the symptoms of his pat’ent, and 
yet throughout his experience almost 80 per cent 
of the deaths which he encounters have for their 
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basis some final disturbance, either primary or 
secondary of the cerebral centers, with altered 
cerebral vascular circulation or secondary edema. 


Let me call attention to the fact that follow- 
ing the work of Bullowa in which he has pointed 
out the segmentation of the spinal cord in rela- 
tion to the organs of the body and the root dis- 
turbance on the skin surfaces, it has been possi- 
ble by use of a newly developed thermocouple 
in our clinic to trace out vasomotor reactions 
on the skin secondary to disease of the deep or- 
gans referred to their appropriate dermatomeres 
as well as to determine root levels of involve- 
ment in cases of spinal cord tumor. Here again 
the neurologist may determine by tests of hyper- 
esthesia, as well as by actual thermocouple read- 
ings, the change in a segmental area in terms of 
hyperemia, which may indicate the visceral areas 
involved, and thus distinguish the site of pathol- 
ogy in certain organs. 

Not only has it been an aid as a physical 
means of diagnosis in cord lesions and in dif- 
ferential diagnosis, but through the segmental 
plan, gall-bladder, renal, appendical and pelvic 
disease may be indicated through the vasomotor 
response in terms of hyperemia, associated with 
the appropriate segmental dermatomeres. Here 
again the neurologist may broaden his field to 
become an active guide to the locat’on of tho- 
racic or abdominal pathology and to assist the 
clinician and surgeon to the diagnosis, cr he 
may surrender this privilege and permit it to 
be used by the profession in general after ap- 
propriate charts of segmental relationships have 
been established. 

Some of the beneficial results obtained by 
the cults of chiropractors and osteopaths un- 
doubtedly have for a basis the reflex vasomotor 
effect produced by counter-irritation on the ap- 
propriate dermatomere, and if the neurologist 
of today does not seek to clarify and establish 
the factors concerned with these reflex mecha- 
nisms, we will permit the unjustified treatment 
of many organic d’seases by individuals un- 
trained in their true pathology and significance. 

The opportunity lies in the hands of the neu- 
rologist to correlate all these mechanisms and 
to assist in the readjustment of the cerebral dis- 
order, so that the clinician may adequately treat 
or correct the fundamental disturbance which 
brings the patient to h’s care. Through the bet- 
ter understanding of a single factor concerned 
with cerebral physiology, there has arisen a great 
advance in our understanding of many difficult 
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acute problems in medicine and a promise for 
protection in certain types of mental deficiency. 
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PSYCHOTHERAPEUTICS IN GENERAL 
PRACTICE* 


By W. R. Houston, M.D., 
Augusta, Ga. 


Psychology, which not many years ago was 
esteemed a subject for the dreamer, the tran- 
scendentalist and the philosopher, has, in recent 
years, come forward with an energetic claim to 
an active part in the daily affairs of men. Not 
only are great universities offering psychological 
guidance for students in the choice of a career, 
but corporations are asking for psychologists to 
advise them in the selection of executives and 
of day laborers. Mothers are pouring over books 
of psychology to learn the secret of rightly rear- 
ing the young. Students of pedagogy have be- 
come to a great extent students of adolescent 
psychology. Criminclogists are asking of psy- 
chology a solution to the dark problem of crime. 

For the study of psychology as it bears upon 
the problems of daily life there is no group of 
men so well situated to observe, to analyze and 
to compare the springs of human action as the 
physic’an, and in fact the most important con- 
tributions to the study of psychology in recent 
years have been made by physicians. The con- 
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tributions of physicians to psychology, both nor- 
mal and morbid, comprise an enormous litera- 
ture, but for all that, the practitioner of medi- 
cine as a rule does not 1 ke psychology. He does 
not like to read about it or talk about it. The 
word psychotherapeutic sounds a little mawkish 
to him. He feels there is something not quite 
honest about it, that it savors of pious fraud, 
that it is psychotherapy that makes the capital 
stock of the charlatan and that he, a man en- 
gaged in serious, honest effort for the relief of 
sickness, would better fight shy of dabbling in 
what is to him of questionable uprightness. 


This repugnance to a consideration of psycho- 
therapy, be it tacit or avowed, a repugnance 
which we see everywhere illustrated in our nied- 
ical programs and d scussions, finds its explana- 
tion, if not its justification, in the background 
and history of modern medicine. The wonder- 
bringing rise of modern medicine owes little or 
nothing to psychology. It has been to the meth- 
ods of chemistry and physics, to the researches 
of biology into the humblest forms of animal 
and vegetable life, to the explorations of the 
pathologist and the physiologist, to the refined 
methods of isolating the organ to be studied and 
to the refined observation of its function, to the 
perfecting of surgical technic that we owe our 
marvelous therapeutic advances. While the 
medical man has been pursuing with laborious 
pains these difficult paths of learning, con- 
stantly by his s'de he has seen the ignorant, the 
deluded and the scamp still plying an ancient 
dsychotherapy. What could be more natural 
than that the physician after all the difficult 
labor that he has expended in acquiring a tech- 
nical knowledge of the sciences that underlie 
medical practice should feel little d’sposition to 
apply himself to psychology or psychotherapeu- 
tics. He might easily feel that the magi, the 
hierophants, the yogis, or even the pupils of 
Hippocrates and Galen knew at least as much of 
psychotherapy as he, and he might well prefer 
to develop a field in which he was vastly their 
superior rather than one in which he could 
scarcely hope to equal and still less to excel the 
best of them. The triumph of a purely mecha- 
nistic approach to disease has been so tremen- 
dous, so many finespun theories, clothed in elab- 
orate and scholarly diction, have crumpled up 
and perished before exact methods of investi- 
gation; so many clinical pictures once held to 
belong to the realm of morb‘d psychology have 
now been shown to be in reality intoxications, 
endocrinopathies, or avitaminoses; so many 
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chagrins have been experienced through erro- 
neously regarding as a psychosis some disorder 
that a keener diagnostic intelligence recognized 
as based on definite morb'd pathology that we 
physicians may be pardoned for looking askance 
and with distrustful timidity on any avowed al- 
legiance to psychology and psychotherapeut cs. 

Marlowe’s Dr. Faustus quotes Ar’stotle as 
holding that ‘Medicine begins where philosophy 
leaves off.” This observation of Aristotle, the 
great realist, supported Dr. Faustus in his bar- 
gain with Mephistophiles when he _ bartered 
away the psyche against the tangible ut lity. 
Without push'ng an analogy too far, we must 
grant that, as pictured by Goethe and Marlowe, 
the Faust legend in its deeper meanings is full 
of significance for us. We shall err as Dr. Faus- 
tus erred if we assert that medicine begins only 
where philosophy leaves off. It is a spectral 
and inhuman philosophy that does not strike 
root into the humors and tissues of men’s 
bodies, just as it is a mechanistic and imperfect 
medicine that takes no account of those mani- 
festations of the life force that belong to the 
domain of psychology. 

The coldness with which we so often regard 
any formal presentation of psychology is due, I 
believe, little to an intrinsic lack of interest in 
the subject matter of psychology and much to 
its faulty presentation. Every successful prac- 
titioner is to some degree a practical psychologist 
and his success in practice is usually directly 
proportionate to his success as a practical psy- 
chologist. Dr. Eliot T. Joslin, for instance, is 
eminent as a student of diabetes, but his suc- 
cess in dealing with diabetes is due in large 
measure to his success in dealing with the per- 
son who has diabetes, to the warmth of his en- 
couragement, to the enthusiasm with which he 
has been able to fire his patients, h’s nurses and 
his fellow practitioners, to his ability as an edu- 
cator in teaching people to do a number of 
simple things faithfully and well. A man who 
can teach little children to go about all day with 
lumps of sugar in ther pockets to be taken only 
in case of insulin shock, possesses a mastery 
of psychology that is of the highest order. 
Those psychological achievements that consist 
in persuading the cardiac patient to live within 
the lim‘ts imposed by his myocardium, in per- 
suading the obese to maintain his dietetic regi- 
men, in persuading the tuberculous to be faith- 
ful to his cure, m2y be attained through sim- 
ple earnestness and tact by men who, it must 
be admitted, are profoundly indifferent alike to 
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the literature, the terminology and the special 
viewpoint of the psychologist. 

There exists, however, a very large group of 
patients, estimated by careful stud‘es made in 
recent years to amount to ore-half of all those 
that consult the physician in his off-ce, pat‘ents 
who present themselves without any definite 
pathological lesion, sufferers from fears, anxie- 
ties, disorders of function that are no less real 
and oppressive because they present few objec- 
tive symptoms. This class of patient is often 
helped, it is true, merely by being told, 
after a careful examination, that no organic 
trouble is found. But such a brief reassurance, 
however decisively given, is often inadequate to 
remove the difficulty. It is with this 50 per 
cent of our ambulatory patierts that the physi- 
cians who have no sympathy with the psycho- 
logic solution to such a therapeutic problem find 
themselves often in very serious difficulty. The 
type of error that consists in overlooking pa- 
thology that is present is not more to be dreaded 
than the error that invents pathology to explain 
symptoms that are purely psychogenic in charac- 
ter. The unfortunate sufferer from a neurosis 
whose abdomen is covered with the scars of 
misdirected surgical procedures, whose faith in 
the profession has been undermined by ill-ad- 
vised courses of drugs and diet, forms a melan- 
choly illustration of the great need of a wider 
interest in psychotherapeutic measures, of the 
great need of treating these patients for what 
they have rather than for diseases that they have 
not. 


If we attempt to get a just perspective of the 
situaticn we see that students begin their medi- 
cal studies with zoology and biological chem- 
istry, but we also see that most of them com- 
plete their studies without having learned that 
psychology is a vital and important part of 
biology. Biology is directed to a study of the 
living whole. As students we -have too often 
been content to study only the part. Yet we are 
encouraged to observe a trend toward more 
comprehensive understanding. In Virchow’s day 
it was organ pathology that was the center of 
interest. Those of us who studied most assidu- 
ously in the school of organ pathology came to 
see that at the bedside our knowledge often 
helped but little. With Krehl’s great work on 
pathological physiology our attention became 
centered on function. Admirable advances have 
come from the researches in function. We may 
think of function as being developed in reaction- 
systems at several levels. We may regard the 
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nexus of ions and colloids, a conception of which 
is possible only with the aid of physical chem- 
istry, as the most primitive reaction system, the 
lowest level. As the second and next higher 
level comes the endocrine system, intimately re. 
lated to the metabolic phenomena of the chem- 
ical level. The third reaction-system, rising a 
step higher, is the neuro-vegetative, including 
the vasomotor, secretory, and plain muscle sys- 
tems. The methods of physiology are those 
through which best we become acquainted with 
this third reaction plane. The fourth and high- 
est biclogical reaction-system, the level which 
concerns the reaction of the organ’sm to its en- 
vironment, the level of movement and conscious- 
ness, the level of thought, emotion, action, con- 
stitutes that subdivision of biology which is 
known as psychology. Psychotherapeutics offers 
aid and guidance for disorders that manifest 
themselves in this highest biological level. 


It must not be supposed that any one of these 
reaction-systems can be cons‘dered independ- 
ently. Each is interpenetrated by all the others 
and powerfully influenced by the disorders of 
a higher or lower reaction system. A chemical 
factor introduced at the lowest level, as opium 
or alcohol, will affect all the higher reaction sys- 
tems. The absence of an element essential to 
the metabolism as iodine or calcium can derange 
behavior, the emotional life, the habits, the veg- 
etative neuro-muscular mechanism, the endo- 
crine balance. But, beginning at the other ex- 
treme, emotional disturbance, vicious condition- 
ing of the reflexes may not only enta! profound 
disorders of the neuro-vegetative plain muscle 
system, but may ultimately bring about changes 
at the metabolic level difficult to distinguish 
from those due to chemical poisons. As physi- 
cians, we are taught much as to favorable meth- 
ods of intervention in disorders of the lower reac- 
tion planes and our achievements at these levels 
have been excellent and worthy of all praise. 
As a group, however, we are disposed like Dr. 
Faustus to barter away our opportunity for guid- 
ance at the highest level in favor of our attain- 
ments at lower levels. This predilection for an 
exclusively chemical and anatomical conception 
of disease leads us often to take incredible pains 
in order to establish diagnostic conceptions along 
mechanistic lines when the path of least resist- 
ance and the simple solution lies in the domain 
of psychology and psychotherapeutics. We put 
a patient in the hospital for observation and 
this observation will include a survey of all the 
organs and of all the biochemistry that our labo- 
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ratory technics admit of, an analysis of metab- 
olism and organ function, and yet may wholly 
fail to assay the question of the patient’s per- 
sonality, his habits and his emotional life. Our 
chemical and physical methods of research may 
throw no light on the cares, the anxieties, the 
wounds to pride, the inadequacies and disap- 
pointments in love, in home, in social adjust- 
ment that form the core of the patient’s diffi- 
culties. The born therapeutist, who will also 
be a born psychotherapeutist, will intuitively see 
where the real trouble lies and turn to a fit 
plan of healing, but the majority of us, who get 
what we know by grubbing and hard knocks, 
will often be left floundering over the reports 
of the laboratory and the x-ray in cases where 
human sympathy and insight would have served 
us better. 

Why do we tend to neglect what seems 
so plain? One reason may be that too of- 
ten it is thought that psychotherapy means 
Freudian psychoanalysis. Students will read 
some treatise by a follower of Freud and, 
realizing that this treatment plan is no 
weapon that he can manage, dismiss psychother- 
apy from further consideration. Lay writers un- 
fortunately often refer to the Freudian system 
as medical psychology. It is not my purpose 
to discuss here any system of psychological heal- 
ing, but we should remember that Freud him- 
self regards his method as one but rarely appli- 
cable and states in his latest book that he never 
uses it on the Viennese, since to apply it to the 
persons living in his home town has produced 
so many unpleasant complications that he finds 
it advisable to psychoanalyze only strangers 
coming from a distance. It is my belief that a 
practising physician will find far more of use 
to him in studying the methods of Christian 
Science than the methods of Freud. An admira- 
ble analysis of both these systems as well as 
of the miracle workers and other psychothera- 
peutic systems is to be found in Janet’s com- 
prehensive treatise on “Psychological Healing.” 

We may, however, learn a most useful lesson 
from Freud, the lesson that it is sometimes 
profitable to spend much time and effort on the 
individual patient, though the general effect of 
the Freudian system has been to turn away the 
practitioner from an interest in more widely ap- 
plicable psychotherapeutic methods. 

Another unfortunate misconception that has 
chilled the interest of the practitioner in thera- 
peutics is the thought that psychotherapy is the 
tool of the psychiatrist. Many of us hold to the 
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lawyer’s view of morbid psychology, that insan- 
ity is a definite disease which attacks certain 
people and makes it necessary to lock them up. 
The state has delegated to our profession the 
care of the insane. Some of us feel that our 
responsibility to psychotherapy is discharged 
when those who are unable to adjust themselves 
socially are placed under the care of designated 
specialists in institutions. If we could remem- 
ber that at least half the patients that walk into 
our consulting rooms are persons whose chief 
difficulty is a morbid psychology we might look 
at the matter differently. These patients pre- 
sent the more delicate shadings of morbid psy- 
chology. To understand their problems the 
physician should have a first hand knowledge of 
the types dealt with by the psychiatrist where 
he may see written large what in his consulta- 
tion room may be less easily decipherable. The 
psychoneurotic requires more refined manage- 
ment than the grossly insane. Unfortunately 
those most fitted to deal with his problems are 
absorbed in the care of cases nearly hopeless, 
whereas these office patients of ours offer bril- 
liant therapeutic opportunity. Our attitude in 
this matter is no more reasonable than it would 
be if we should consent to treat only advanced 
cases of tuberculosis, leaving the incipient cases 
to shift for themselves. 


Perhaps a controlling factor in bringing about 
our neglect of opportunity in dealing with this 
large group of patients that suffer from errors in 
habit building and in the emotional life is to 
be found in the thought that these things are 
questions of the spirit and not of the body and 
should be left to the care of spiritual guides. 
Our preceding remark that, having undertaken 
the guidance of the grosser forms of psychogenic 
sickness, we cannot neglect the milder ones, 
should suffice to quash such an argument. 
As a practical issue these patients come to 
us feeling that they suffer bodily disorders. 
They are in our hands and cannot be turned 
away. Quite usually approaches to their 
problems on the physico-chemical level are of 
much service. With the aid of appropriate diet, 
rest, exercise, sedatives or hypnotics the task of 
psychotherapy is made easier. Cases for pure 
psychotherapy are uncommon. The conception 
of soul distinct from body is not one usually 
entertained by biologists, but every biologist 
must believe in a mysterious life force, an elan 
vital, the phenomena accompanying the develop- 
ment of which are the subject of his study, yet 
of the intimate nature of which he has no knowl- 
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edge. Just as the physicist studies the phe- 
nomena of electricity without knowing what elec- 
tricity is, so the biologist studies the develop- 
ment of the vital tendencies under the impulse 
of life force without knowing what life itself is. 
The nature of the life force may be interpreted 
in spiritual and transcendental terms, but a bio- 
logical psychology is concerned with its imme- 
diate manifestation in the behavior and reac- 
tions of the individual. To the biologist a tera- 
toma or carcinoma is a sin against an orderly 
vital tendency of life force in the tissues just 
as a criminal post-epileptic impulse is a sin 
against orderly psychological reaction to envi- 
ronment. Theological speculation relates to 
man’s efforts to adjust himself to the cosmos, 
whereas our problem in psychotherapeutics is his 
adjustment to his neighborhood. Alike for those 
who look for compensation after death and for 
those whose religious faith is a hope for man’s 
betterment here, life as we experience it is a 
mystery. The ultimate nature of the life force 
may be a final unresolvable datum, but for us 
as physicians it amounts to the shirking of a 
trust when we fail to deal with it in its higher 
reaches, when we recoil from the problems of 
the psychoneurotic, when we attempt to send 
him elsewhere or try to correct his psychogenic 
disorders wholly by somatic therapy. 


Our profession has undergone numerous hu- 
miliating chastisements for its excesses and its 
neglects. Homeopathy chastised us for our ex- 
cesses in drug giving, osteopathy chastised us 
for our neglect of massage and physical culture. 
The schools of new thought healing and Chris- 
tian Science are a sharp reminder of our failures 
in meeting the needs for a sound psychotherapy. 
In Germany today, where more than half of the 
paying practice is going to the irregular practi- 
tioners, the need of reform in therapeutics is 
even more keenly felt than with us. There we 
find leaders of thought, like Krehl, who was a 
pioneer in turning from organ pathology to the 
study of function, now urging physicians to 
study the patient’s soul. The habit patterns, 
the emotional life, the personality of the patient 
is becoming more and more the center of medi- 
cal attention. These warnings which come to us 
from Germany we would do well to be before- 
hand in heeding. We should abate nothing of 
the thoroughness with which we analyze and 
study the somatic aspect of disease. To put due 
emphasis on psychotherapy does not imply any 
slighting of the arduous technics of the examin- 
ing room and the laboratory. We may sum- 
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“These things ought ye to have done and not 
to have left the other undone.” 


A grave difficulty, and one for which a solu. 
tion is yet to be found, is the question of how 
medical students may be inducted into a usefyl 
knowledge of psychotherapeutics. Certainly to 
some considerable extent psychotherapeutics js 
teachable and learnable, though how much in- 
nate aptitude is requisite it is not easy to say. 
A living interest in the problems of psychology 
is an essential. The man to whom the course 
of a neuros’s is not so significant as the course 
of any other disease would better turn to other 
things. The methods of the psychological Jab- 
oratory cannot be of much help in the practice 
of medicine and a glib and shallow pattering of 
psychoanalytic formulae will prove worse than 
useless. What is requisite is to know men, to 
know the human heart. It would seem that the 
student should begin by learning to know him- 
self. He will consider how his own tastes, his 
own likes and dislikes, his own enthusiasms were 
developed, what was the method by which his 
emotional reactions were conditioned. When he 
has made some analys’s of his own springs of 
action and feeling he may with all due diffidence 
and a careful avoidance of cock-sureness turn his 
attention to an analysis of those about him. He 
must have it impressed on him that the “proper 
study of mankind is man.” He might famil- 
iarize himself with the maxims of La Rochfou- 
cauld and the essays of Montaigne, where he 
will find antedated by centuries most of the al- 
leged epoch-making discoveries of psychoanaly- 
sis. He may amplify his experience by the 
study of such great connoisseurs of the human 
heart as Shakespeare, Thackeray, Balzac, Dos- 
toievsky, or perhaps he may find more accessible 
humbler and homelier writers. He must read 
William James’ chapter on the emotions, on 
habit formation, must discuss the James-Lange 
theory of the emotions from every angle, 
read Cannon’s little book on rage, fear and 
pain, familiarize himself with Pavlov’s study of 
conditioned reflexes and the reflexologist’s school 
of psychology as interpreted by Watson and his 
followers. He should have read Weir Mitchell’s 
“Fat and Blood” and “Doctor and Patient,” 
Dejerine on the psycho-neuroses, DuBois’ “Psy- 
chotherapy” and Janet’s “Psychological Heal- 
ing.” As books to put in his patient’s hands he 
might familiarize himself with the writings of 
H. A. Overstreet and Anna Payson Call. A 
student who has no aptitude for any such read- 
ing or studies had better not undertake the 
practice of internal medicine, but confine him- 
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self to some purely technical branch of medical 
art; otherwise he will do grave wrong to that 
fifty per cent of his office clients who, as the late 
Dr. Peabody and others have shown, require 
psychological guidance not as an auxiliary to 
somatic therapy, but as the central element. 


FEDERAL AND LOCAL PUBLIC 
HEALTH* 


By Francisco DE P, MrranpA, M.D., 
Mexico City, Mexico 


Today, there are no local public health prob- 
lems. All public health problems are national 
and can even become international. 

Laws must not be obstacles to the develop- 
ment of actions which are in accordance with 
realities. Legislation is by essence a transitory 
formula. There is a changing reality and legis- 
lation has to be adapted to reality. It is not my 
intention to examine legislations. I must leave 
this task to others who are legally minded. 
But I must oppose those that believe in leg- 
islations as sacred and intangible principles. 
Public health problems can be solved only by 
scientific principles. 

There is only one possible difference, and that 
is between efficient and inefficient management. 
Inefficiency may arise from many causes: igno- 
rance, unpreparedness, lack of economical means, 
or subjection to political motives. The result is 
the same and can be objectively demonstrated. 

Local administrations need not fear the inva- 
sion of Federal powers if their action be effi- 
cient. For federal governments, nothing would 
be more agreeable than to leave public health 
management in the hands of states or municipal- 
ities, and nothing would be more cumbersome 
and difficult than to take in its hands the entire 
public health administration. 

Is it possible to fix a line of demarcation be- 
tween logical federal and local action? Could we 
derive from the nature of the problems con- 
cerned, a criterion for delimitation? 

I do not think it possible. There are no spe- 
cial problems that ought to be attacked by 
federal action or by local action, unless we de- 
tive this necessity from so-called rights which 
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are derived from legislation or from formed 


habits. 

The only possible criterion is derived from 
the question. “In which hands can this work 
be more efficient?” And this question has a 
different answer in each particular case. 


Suppose we should try to draw a line saying 
that all questions relating to transmissible dis- 
ease which may be a menace to other states 
should be in the hands of the federal depart- 
ment. We should then be required to define 
when a transmissible disease is to be considered 
a menace to other states. 

In the first place we should think of those 
diseases that do not exist in other states. The 
cases of plague or cholera or yellow fever are 
obvious. In this type of disease there is usually 
no resistance against federal invasion of powers. 
The existence of a disease of this type may be 
denied even in the face of evidence, but once 
having accepted the facts, local governments do 
not usually want to assume the responsibility 
of the campaign and leave it in the hands of 
federal authorities. 

But in the case of plague, for example, we 
may think that a port that is heavily infested 
with rats, though not attacked by plague, is a 
menace to the nation, and federal governments 
will ask not to be called to struggle with condi- 
tions that have been long neglected. Hence, we 
could then declare that the maintenance of a 
low rat infestation by rat-proofing and continu- 
ous rat eradication in ports, at least, ought to 
be a federal obligation. 

The same could be said of the existence of a 
high aedes index for the case of yellow fever. 

Federal governments have the right to ask 
from local authorities not to be called to action 
until disaster is imminent. If we now consider 
other transmissible diseases that exist in nearly 
all ports of the world, such as small-pox, a for- 
mula could be sought in the criterion of epi- 
demicity, only admitting federal action in case 
of an epidemic. But, why not call federal au- 
thorities to prevent epidemics rather than to 
cure them? Why not place vaccination in the 
hands of federal authorities? And what could 
be more relative than the concept of epidem- 
icity? The time will come when two cases of 
small-pox in a city of a hundred thousand will 
cause the same amount of alarm as one hundred 
nowadays; and these two cases would be alarm- 
ing if the rest of the population had neglected 
vaccination, but would not bring any discomfort 
in the midst of an immune community. 
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Tuberculosis, we say, exists everywhere in civ- 
ilized life. Why consider it a menace to other 
communities not less infected? But if tubercu- 
losis would descend more in some states than in 
others, would the federal government be called 
to action? 


The examination of these imaginary resolu- 
tions will convince us of the truth of the state- 
ment I have made: we cannot say that certain 
problems are local or federal by themselves. It 
all depends on the probable efficiency of ac- 
tion. 


Inefficiency is not the privilege of local au- 
thorities. Federal authorities can also be in- 
efficient and one cause of ineffic’ency could be 
their desire to absorb the public health manage- 
ment of a whole country. Federal funds are 
not inexhaustible and federal appropriations are 
hard to obtain from congresses. Political med- 
dling can also exist in federal governments, with 
its usual results in inefficiency of officials, but 
I may give some examples in which it is natu- 
ral to expect higher standards from federal de- 
partments. 

Imagine a nation with varied climates. Sup- 
pose one state of that nation to be attacked by 
all kinds of tropical diseases: malaria, hook- 
worm, dysentery. Though with a naturally fer- 
tile soil, agriculture and industry are impossible 
under such conditions. Federal resources ought 
to come to the aid of that state, at least tem- 
porarily, because local resources are insufficient. 
And what is true of economic resources is also 
true of scientific resources, which are many 
times their consequence. 

Then comes the question of standardization. 
Immigration calls for federal action principally 
because of inefficiency in port administration, 
which is derived from standardization. 

Federal departments must have _ technical 
bodies of experts in all the fields of hygiene, 
specialized workers for research and for field 
work. The engineering department, for exam- 
ple, can render great service to local govern- 
ments in aid:ng them to solve special problems 
as to water supply, sewage, and drainage. En- 
tomologists can solve many problems of disease 
vectors, and specialized laboratory workers are 
needed for efficient handling of special prob- 
lems. With the increasing progress of science 
specialization is imperative. It does not suffice 
to be a bacteriologist. A narrower specialization 
is needed. I have known specialists on typhus 
fever rickettsiae, on meningococcus, on plague 
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bacilli. This is possible only for federal de. 
partments of health. 


Research work, expert work and teaching and 
training facilities may be carried out by federal 
departments, though not exclusively by them, 
Universities and other private agencies of wide 
universal interest can cooperate efficiently jn 
this work, but it would be difficult for local or. 
ganizations to furnish these services. 


Popular education is best served by federal 
departments in the way of mass production of 
educational material, such as printed matter, 
radio talks and moving pictures. 


In the United States of America, Indian af- 
fairs are Federal, notwithstanding that Indians 
occupy only some few states of the Union. The 
health of Indians is a national concern. It has 
probably not been considered fair to leave to 
these few states the solution of a difficult prob- 
lem which has been shown to be a national re- 
sponsibility. In fact, these few states could not 
bear the economic burden by themselves, which 
requires for its solution great expenditures of 
money and thorough organization. 

In Mexico, the Indian problem exists every- 
where and is practically a Federal problem, 
which begins to be well understood not as a 
race problem, but as a rural problem in the 
way of education and rural sanitation. The ad- 
vance of public health is indissolubly united to 
education. Already 12,000 Federal rural schools 
have been founded which serve chiefly the Indian 
population. 

There is need of fixing principles wh'ch will 
serve to judge the relative efficiency of local 
health administration. 

In the first place I should point out vital sta- 
tistics, because these in turn can serve as 4 
basis for judgment of sanitary conditions and 
relative efficiency of management. 

Local health authorities who do not keep vital 
statistics and cannot be admitted in the registra- 
tion area, are to be considered unsatisfactory in 
all respects. 

Then would come other criteria for judgment 
Small-pox morbidity and mortality, infant mor- 
tality, typhoid-paratyphoid morbidity and mor- 
tality can be selected as the three main points. 

In tropical parts of the territory, surveys can 
determine malaria, hookworm and dysentery 
prevalence. 

Mosquito surveys and rat surveys can give 
data on conditions in cities, principally in ports, 
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which affect prevention of plague and yellow 
fever. 

Federal action can be permanent or occa- 
sional. I have already said that so-called cam- 
paigns ought not to exist. Prevention calls for 
continual action. Steady, persevering, organ- 
ized action must be substituted for haphazard, 
violent ard blind measures which are apt to arise 
during blaz'ng epidemics. Public health today 
is a constructive task which ought not to be 
compared with war measures. War is a defeat 
of civilization. 

But this dces not mean that temporal meas- 
ures are not to be taken. The federal govern- 
ment may be temporarily called upon for action, 
but this should be done only on condition that 
the work is not to be abandoned thereafter, but 
left in the hands of local authorities which guar- 
antee the continuation of the action. 

In other words, federal departments may be 
temporarily called upon to organize work, with 
the tendency to create a routine of action, 
which is to be carried forward by local authori- 
ties in a gradual way. 

We can compare this kind of action with road 
building. Usually roads are built by coopera- 
tion between federal and local authorities. Con- 
servation is sometimes left entirely to local au- 
thorities. 

We must admit that federal act'on does not 
end with local responsibility. Local pride which 
has served many times as an obstacle for fed- 
eral action must serve to influence acceptance 
of its part in the task. 

Cooperation is always essential. Local coop- 
eration must not only be accepted, but sought 
for as a condit‘on and the importance of its 
role must be measured by its resources. If local 
cooperation is denied, some sort of joint action 
is necessary, and federal authorities may be 
placed in the position of doing the work, put- 
ting the local authorities under some kind of 
financial obligation which will repay federal ac- 
tion. 

Cooperation may start upon a basis of grad- 
ually increasing the part which local authorities 
bear. These then begin as junior partners and 
end as principals; or a private partnership ar- 
rangement may be made, usually leading to tech- 
nical federal control. 

There are nations which have been built as 
true confederations. Germany is a type. Each 
capital is a complete unit with its universities, 
museums, institutes and many other technical 
advantages. Other nations have adopted this 
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political structure without historical foundations. 
They are nations with one or at most a few 
centers where research and technical ability can 
be found. The relative importance of federal 
and local action must vary with the perfection 
of the organization. 

In the case of Mexico, Mexico City, the capi- 
tal, is not only a geographical center, but also 
a middle city irradiating knowledge and wealth 
to what we call the provinces. There is always a 
source of danger in this predominance which ab- 
sorbs the life of the whole nation. The nature 
of federal action must be that of diffusion and 
planting of seeds that will fertilize the provinces. 
Education and public health must be logically 
irradiated from the seat of federal powers and 
the lights of wisdom and intelligence must be 
carried on to the farthest territories to bring 
about stable equlilibrium of forces. We are con- 
centrating our efforts upon securing local coop- 
eration and good will, which will eventually 
bring the advancement of our public health 
standards. 


HOOKWORM DISEASE IN CERTAIN 
PARTS OF THE SOUTH: A NEW 
PLAN OF ATTACK* 


By CHARLES WARDELL STILES, M.D., 
Washington, D.C., and Winter Park, Fla. 


Introduction——In the course of Government 
routine I have recently been placed on the “re- 
tired” list because of physical disabilities after 
more than forty years of active duty. This wel- 
come return to private life enables me, among 
other things, to revert to one of my favorite 
subjects, hookworm disease, and my plan is to 
devote a portion of my retired life to helping 
the campaign on this subject. In this work I 
appear purely in my personal capacity, and it is 
to be understood that any views I express are 
personal opinicns without any official status and 
without any commitment on the part of any 
organization or society of which I was formerly 
a member or to which I still belong. 

Extensive Automobile Trip—During 1931, I 
have motored about 6,700 miles in the Southern 
states, most of the travel being through locali- 
ties which I have visited more or less frequently 
since 1901. This has given me an opportunity 


*Read in General Clinical Session, Southern Medical Associa- 
tion, Twenty-Fifth Annual Meeting, New Orleans, Louisiana, 
November 18-20, 1931. 
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to compare public health (particularly sanitary) 
_ progress during the past thirty years. 


In brief summary, I conclude that the public 
health advancement of the South since 1901 has 
been absolutely marvelous; far more wonderful 
than can be well appreciated by persons who 
are unfamiliar with the conditions at the begin- 
ning of this century. As important factors in 
this change I would mention in particular: Mr. 
John D. Rockefeller, who financed the hookworm 
campaign of 1908-1912; Mr. Henry Ford, who 
made the automobile democratic and thus in- 
spired the improvement in highways; the World 
War, which resulted in so much anti-malarial 
work and improved sanitation; the cotton mills, 
which have improved the living conditions of 
tens of thousands of inhabitants; the greatly 
improved hotels, which have made travel safer 
and more comfortable; the automobile filling 
stations with the practical demonstration in 
public health connected with their comfort 
rooms; the budgets of the state boards of health 
which increased from about $230,000 in 1902 
to about $4,218,000 in 1930; the increase in full- 
time public health units to 354 in 1931; the 
rural sanitation campaign; the system of consol- 
idated schools, which has made splendid prog- 
ress. 

Misunderstanding Regarding Hookworm Dis- 
ease.—Throughout my travels, in conversation 
with educators and other non-medical citizens, I 
have met a widespread impression that hook- 
worm disease in man has almost disappeared 
from the United States and that it is no longer 
a problem for the public health and the educa- 
tional machinery of our country. 

As examples: very frequently men from dif- 
ferent parts of the country remark that they 
understand or that they see by the newspapers 
that hookworm disease has been eradicated. 
The professor of education in one of our promi- 
nent Southern universities remarked in my pres- 
ence that “we have been led to believe that 
hookworm disease no longer occurs in the 
South;” an unusually able (Southern) county 
superintendent of schools remarked to me that 
this disease was not to be found in his county 
(but I showed him many cases the next day): 
in one town a United States official informed 
me that hookworm disease was formerly very 
common in that county and had been entirely 
eradicated (but I estimated 66 to 82 per cent 
infection in the local school). 

Personal Findings ——During one of my trips, 
covering about 5,500 miles in seven states, I 


SOUTHERN MEDICAL JOURNAL 


February 1932 


visited 98 white graded schools and had a 
chance to test the validity of this widespread 
belief, which is not in harmony with the ex. 
perience of the Southern state health officers, 
Of the 18,649 pupils I saw, 32.5 per cent, or 
6,063, showed symptoms in harmony with the 
presence of hookworm disease. Deducting 20 
per cent (of 32.5 per cent) theoretical error 
common in the symptomatic inspection, the cor- 
rected percentage is 26, which represents the 
approximate proportion of the ch Idren who pre- 
sented symptomatic hookworm disease. If, be- 
cause of the depressed economic conditions re- 
sulting in malnutrition, any person wishes to 
deduct another 20 per cent from the 32.5 per 
cent for the sake of ultra-conservatism, thus 
leaving the final estimate of about 20 per cent 
hookworm disease, I will not take issue with 
him, but I do not consider the estimate of 26 
per cent too high. In fact, it compares very 
favorably with the average of nine state board 
of health laboratories, which found 28.1 per 
cent (or 34,134 infections) in 121,388 specimens 
examined in 1930. 


My uncorrected figures for the separate 
schools vary from 1 to about 98 per cent. 


Comparison of the Quick Symptomatic In- 
spection with the Microscopic Examination —In 
recent literature the tendency has been pro- 
nounced to emphasize the microscopic examina- 
tion and the egg counts so much more than the 
symptoms that some of you may possibly de- 
sire a comparison between the two methods of 
work. To comply with this po‘nt, I will cite six 
schools in one county: 

Rapid symptomatic inspection of 1,449 chil- 
dren in five of these schools gave 60 per cent 
uncorrected, 48 per cent corrected, average es- 
timate; while microscopic examination of 166 
pupils in two of these schools, and in one addi- 
tional near-by school, gave 86 per cent infec- 
tion. 

In two schools examined by both methods, 
the comparison (without decimals) is as fol- 
lows: 

School No. 14 

96 per cent uncorrected symptomatic estimate; 

77 per cent corrected symptomatic estimate ; 

97 per cent microscopic examination. 

School No. 15a 

per cent uncorrected symptomatic estimate; 
per cent corrected symptomatic estimate; 
per cent microscopic examination. 

Thus the estimates based on symptoms are 
very conservative. 


= 
+2 
as. 


Vol. XXV No. 


My position is that although all cases should 
be examined microscopically before treatment, 
espec ally if carbon tetrachloride is used in 
treatment, the day has not yet arrived when 
clinical study can be entirely supplanted by the 
microscope and the adding machine. To me, 
personally, the condition of the patient is more 
important than the number of eggs found in a 
given quantity of his feces. 

Furthermore, I am persuaded that a quick in- 
spection of the children by observing certain out- 
standing symptoms gives just as accurate an es- 
timate as to whether hookworm control is ad- 
visable in a given school or county as does the 
more tedious, more time-consuming, and more 
expensive method of microscop’c examination 
and egg counting. 

From the foregoing statistics I am forced to 
conclude that the widespread belief that hook- 
worm disease has almost disappeared from the 
United States is not supported either by mi- 
croscopic examination or by clinical study, and 
(I might add) it is not supported by theoretical 
consideration. 

Hookworm Disease as a Factor in Backward- 
ness in the Public Schools —Any “old-timer” in 
hookworm work is a firm bel ever in the doc- 
trine that this disease is an important factor in 
the backwardness of certain children in their 
school work, and therefore a factor in decreas- 
ing the potential value of the public taxes al- 
lotted to the schools. For instance, a cons der- 
able proportion of our so-called “repeaters” owe 
their backwardness to hookworm infection. On 
this point my recent studies give some interest- 
ing data. 

In a certain school (No. 71 of our series), 
after I had indicated the hookworm cases in 
five of the rooms, the principal exclaimed: 

“Doctor, those children whom you have selected are 
our mentally backward children! If hookworms cause 


backwardness, I want you to put the view to a test 
in connection with the sections of the eighth grade.” 


I did so, with the result that in the highest 
section (described by the principal as her “prize” 
room) approximately 11 per cent was selected as 
hookworm cases and suspects; in the next sec- 
tion approx’ mately 38 per cent, and in the low- 
est section 75 per cent. 

In another instance (No. 63 of our series), 
the principal (unusually anxious to put forward 
his best efforts), remarked: 


“I cannot seem to make proper progress with the 
children. They average about a year backwardness. 
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Something seems to be wrong, but I cannot discover 
what that something is. I have become completely dis- 
couraged. The school board wants me to continue here 
next year, but I am seeking a new assignment.” 

When informed that an inhibiting factor was 
to be found in the fact that over 50 per cent 
of the 229 children and probably one teacher 
were hookworm cases, he exclaimed in amaze- 
ment: 

“Is that hookwarm disease? There is no medical in- 
spection in this school, but we have been told that 
hookworm disease has been eradicated. What can I 
do? I wi'l start a campaign in this school tomorrow 
if you will suggest plans.” 

Certain of the grades are divided into sec- 
tions according to mentality, scholarship, or 
progress in school. In not all schools is the 
terminology identical; accordingly, for conven- 
ience, the available statistics are here tabulated 
as sections A, B, and C, regardless of the desig- 
nations used in different counties. 

I was able to obtain the section classification 
of 2,067 pupils, of whom 713 were selected as 
hookworm cases and suspects, an average of 
34.5 per cent. 

Tabulating these by sections (A, B, C) it is 
seen that in Section: 

A, 26 per cent were hookworm cases and suspects; 

B, 40 per cent were hookworm cases and suspects; 

C, 55 per cent were hookworm cases and suspects. 

Thus, hookworm disease was much more 
prevalent among the backward children (Sec- 
tions B, C) than among the brighter children 
(Section A), a point thoroughly in harmony 
with the known facts of hookworm infection. 

Expressed in the language of administrators, 
hookworm disease is more common among the 
backward school children who represent a pro- 
portionately higher average per capita expense 
to the schools than among the brighter pupils; 
and since mental retardation is a +l’ »stab- 
lished feature of pronounced hookworr  .ufec- 
tion, it follows that we can save considerable 
money in our school budget and make our funds 
go further if we eliminate this malady from our 
school children. 

Proposed New Plan of Control.—Recent 
studies have persuaded me that the time is ripe 
for a change in the plan of control which 
should be based on changed conditions. In 
brief, this new plan has in view the following 
points: 

(1) Send a greater proportion of the cases 
to private practitioners for treatment, thereby 
reducing charity treatment. 
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(2) Increase the percentage of presumptive 
positives examined by the laboratories, thus in- 
creasing the potential value of the board of 
health funds. 


(3) Utilize to an even greater degree than 
ever before the magnificent spirit characteristic 
of our school machinery, thereby reaching the 
children in counties which have no health unit. 


(4) Avoid increase in expenditure of public 
funds, and this without calling for a large pri- 
vate endowment for the work. 


To accomplish these results, I suggest that the 
school teachers divide their pups into five 
groups, a division easily made without the aid 
of a physician, as follows: 

Group A should contain all “repeaters” and “back- 
ward” children from the school point of view. 

Group B should contain all pupils who the teachers 


think are “puny,” pale, anemic, undernourished, and 
physically underdeveloped. 


Group C should contain all girls who are maturing 
slowly or irregularly, all cases of amenorrhea or of ir- 
regular menses. 


Group D should contain all children who have had 
ground-itch within a year, especially during the sum- 
mer vacation. 

Group E should conta:n all children not classified in 
Groups A to D. 


Groups A to D will contain the great majority of 
the hookworm cases. Group E will contain some car- 
riers, it is true, but relatively few patients. 

If the schools will annually collect and send 
to the board of health laboratories fecal speci- 
mens from all pupils in the four groups A to D, 
there will be a great increase in the percentage 
of positives reported by the laboratories, with- 
out extra expense, and thus the mass of the 
hookworm cases can be easily located. 


If the schools will then report the positives to 
the pupils’ parents and advise that the children 
in question be taken to the family physician for 
treatment, the work of the already overworked 
health officer will be materially reduced in cer- 
tain lines and he and the county physician can 
give a greater amount of time to the charity 
cases which cannot afford treatment by a pri- 
vate practitioner. 

Furthermore, this plan not only provides an 
annual check-up by the schools, but will reach 
the whites, the Indians, and the negroes of all 
hookworm counties, whether they have a full- 
time county health officer or not. 


A basic idea in this plan is the fact that the 
school teachers have an intense interest in the 
school progress of their pupils and ardently de- 
sire to forward that progress. By seeing that 
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their hookworm pupils come under treatment 
they will render the schools even more efficient 
and they will thus obtain better results for ther 
efforts in educating the children. 

In comparing the hookworm situation of 193] 
with that of 1902, the outstanding facts seem to 
me to be the following: 

(1) The extreme case, known as the “dirt 
eater,” is much more rare now than from 1902 
to 1910. 


(2) In general, the cases are much lighter 
than when the work first began in 1902. 

(3) The disease has been reduced both in in- 
tensity and somewhat in extent, but 

(4) The job has not been completed. 

The fundamental problem in hookworm con- 
trol is not a question of bookkeeping or mi- 
croscopic examinations, but requires a change 
in the daily habits of hundreds of thousands ot 
rural whites, Indians, and negroes. The solution 
of this problem will take at least three genera- 
tions more of combined educational effort on 
the part of the schools, the health officers, and 
the physicians. 

Civilization was not made in a day. 


TUBERCULIN TEST AND THE X-RAY IN 
TUBERCULOSIS CONTROL* 


By P. P. McCatn, M.D., 
Sanatorium, N. C. 


Anti-tuberculosis workers should feel more en- 
couraged over the possibilities of bringing the 
Great White Plague under control at present 
than they have ever felt before. The wonderful 
progress in reducing tuberculosis mortality dur- 
ing the last 12 years should make us realize 
that hope for eventual success in the control 
of the disease depends not upon the vague pos- 
sib‘lity of finding a specific cure, but in a more 
rigid and a more widespread application of the 
knowledge and of the methods of fighting tu- 
berculosis which we already have. The most 
sanguine crusader did not hope in 1918 that 
during the next 12 years the tuberculosis death 
rate in the United States would drop from 150 
to 70.7 per 100,000 (70.7 the provisional rate 
for 1930), and that of the Southern Conference 
area from 140 to 80.4. Tuberculosis now stands 
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seventh instead of first as a cause of death in 


this country. 

The reason for the higher mortality rate in 
the Southern Conference area is of course due 
to the fact that 80 per cent of the Negroes in 
the United States are found in the Southern 
Conference area, and that their death rate is 
two and a half to three times that of the whites. 
We should feel greatly encouraged, however, 
over the possibilities of improving the tubercu- 
losis situation, even among Negroes, for, in 
spite of the comparatively small amount of anti- 
tuberculosis work done for the Negroes, Dublin* 
states that in the 15-year period previous to 
1926 the reduction in the tuberculosis ated 
rate for Negroes was 44 per cent. 

It is still appalling that in 1930 there were 
68,816 (provisional figures) people in the United 
States, and 27,242 in the Conference area, who 
died of this curable and preventable disease. 
Since careful surveys have shown that there are 
nine times as many having the disease as there 
are deaths in a given community, it is also ap- 
palling to think that in our Southern Confer- 
ence area there are 245,178 people who now 
have tuberculosis, and that probably not more 
than one-third of these have been discovered. 

The most essential factor in the control of 
tuberculosis is to discover cases in the minimal 
or early stage of the disease. This is the only 
stage which is usually curable, and it is the 
only stage which is not usually contagious or 
communicable. At present the majority of 
cases of tuberculosis are not discovered early, 
but only after they have reached the advanced, 
or incurable and communicable stage. By the 
time patients reach the advanced stage they usu- 
ally have infected all those living in the home 
with them. This is especially true when they 
do not know that they have the disease and 
when they have not been taking the necessary 
precautions to prevent spreading the infection. 
Studies have shown that 80 to 90 per cent of 
those living in the homes of positive sputum 
cases give a positive tuberculin test, thus show- 
ing the presence in their bodies of live tubercle 
bacilli. So long as such conditions prevail tuber- 
culosis will continue to be a major cause of 
death. The future victims of the Great White 
Plague will come from those heavily infected by 
close contact with advanced cases, usually many 
years previously. 

It seems strange, in spite of all the education 
and publicity concerning the importance of an 
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early diagnosis, and in spite of all the improve- 
ment in diagnostic facilities, that still few cases 
are discovered early. An analysis of the 9,785 
adult cases of tuberculosis admitted during the 
last two years to the various sanatoria in the 
Conference area, from which reports were ob- 
tained, shows that only 11.4 per cent were mini- 
mal, while 42.2 per cent were moderately ad- 
vanced and 46.4 per cent were far advanced. 
The failure to discover tuberculosis early con- 
stitutes the greatest hindrance to the control 
of the disease and challenges all anti-tubercu- 
losis workers to unite in their efforts to improve 
this condition. 

This failure is not most frequently the fault 
of the physician. Most patients with tubercu- 
losis do not consult a physician until the dis- 
ease has passed beyond the early stage. Un- 
less patients are fortunate enough to have some 
very impressive symptoms, such as pleurisy or 
hemorrhage, early, they are not usually sick 
enough to cause them to go to a physician. 
This is not only true of the ignorant and pov- 
erty-stricken, but also of the most enlightened 
and of the well-to-do. The disease is usually 
so mild and insidious in its onset and its early 
symptoms are so often like those of minor ail- 
ments that its victims rarely suspect its pres- 
ence while in the early stage. Physicians them- 
selves are no exception to the rule. Of the 31 
North Carolina physicians diagnosed as having 
tuberculosis at the North Carolina Sanatorium, 
19.7 per cent were minimal, 32.2 per cent were 
moderately advanced, and 48.4 per cent were 
far advanced. The same thing is true in regard 
to the diagnosis of tuberculosis in the members 
of physicians’ families. If patients wait until 
they feel sick, it is too late for them to get a 
diagnosis of tuberculosis in the early stage. 

In order for physicians to discover any large 
per cent of cases of tuberculosis in the early 
stage, it is going to be necessary for them to 
employ additional procedures to those generally 
in use. It is not enough to limit the study of 
patients to a careful history, a careful physical 
examination and repeated examinations of the 
sputum. It is not only frequently true that 
patients with early, and occasionally moderately 
advanced tuberculosis, have no symptoms of the 
disease, but also that no abnormal physical signs 
can be elicited in their chests, even by those 
especially trained in chest diagnosis. 

We feel that hope for improvement in the 
early discovery of tuberculosis depends on a 
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more general use of the tuberculin test and of 
the x-ray for the positive reactors. A careful 
history and a careful physical examination are 
extremely important, but they are not suffic’ent. 
It is not feasible to apply the tuberculin test 
to the whole population, nor would it be feasible 
to make x-ray films of all the positive reactors 
if this could be done. The test is so harmless, 
it is so easily administered, the result is so eas'ly 
interpreted, and the information derived is of 
so much value, that it is altogether feasible for 
the test to be given to all ch‘ldren and adults 
exposed to open cases of tuberculosis, and to 
all those with suspicious symptoms or physical 
signs, even though they are not known contacts. 

It used to be thought that so nearly all adults 
would give a positive reaction that the test was 
useless except in young children. This is not 
true for the country at large, and it is cer- 
tainly not true in the Southern Conference area, 
which is largely rural, where, even in the cities, 
the houses are separated by open spaces, where 
sunshine is abundant and where good ventila- 
tion and a maximum of outdoor life are always 
possible. 

During the last five years the Extension De- 
partment of the North Carolina Sanatorium has 
given the tuberculin test to 99,653 school chil- 
dren, including several thousand of high school 
age and 16,000 Negroes. We used 0.1 mg. of 
old tuberculin intracutaneously with only 15.7 
per cent positive reactors. In several rural coun- 
ties the per cent of positive reactors was much 
below the average, and in one very rural moun- 
tain county in which 2,700 were tested, prac- 
tically all the school children in the county, 
there were only 4.3 per cent positive reactors. 
It is my conviction that not more than 25 to 
30 per cent of the whole population of the Con- 
ference area would react positively to the tuber- 
culin test. 


Since a negative test will almost surely elimi- 
nate the probability of tuberculosis, and since 
a large proportion of those attending diagnostic 
clinics and consulting private physicians will be 
negative, is it not most feasible that this simple 
test be used to weed out those who are unin- 
fected? Much valuable information can also 
be obtained from the degree of the positive re- 
action. Mild reactions usually indicate slight 
infection. Severe reactions usually indicate se- 


vere infection and are much more common in 
those closely exposed to positive sputum cases. 
By no means have all of those with well marked 
reactions tuberculosis, but many of them have, 
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and practically all of those who have Clinical 
tuberculosis, even in the early stage, will give 
well marked reactions to the tuberculin test, 


A positive tuberculin test is also extremely 
valuable because in most cases it gives patients 
the first tangible evidence of the danger of their 
infection. Many who would otherwise scoff at 
any suggestion that they need to be examined 
will be sufficiently alarmed over a positive tu- 
berculin test to want a most thorough examina- 
tion made and to have it repeated as often as 
necessary. The visible proof, as evidenced by a 
positive tuberculin test, that they have infected 
the other members of the family will often cause 
patients with positive sputum who would other- 
wise persist in being careless, to take the neces- 
sary precautions. 

Unquestionably properly taken and _ properly 
interpreted x-ray films are the most accurate 
means of discovering tuberculosis in the early 
stage. The x-ray is not absolute by any means, 
but in thousands of cases before the tubercle 
bacilli appear in the sputum and in quite a 
large proportion of cases before there are any 
very suspicious symptoms or definite physical 
signs, properly taken roentgenograms will reveal 
definite evidence of tuberculous disease in the 
lungs. It would be ideal for all individuals with 
positive tuberculin tests to have x-ray films of 
their chests made every year. The expense of 
such a procedure would of course be prohibitive. 
Since childhood tuberculosis gives practically no 
abnormal physical signs or definite clinical 
symptoms, it is important that all children who 
give a positive tuberculin test be x-rayed. For 
diagnostic purposes it is of course unnecessary 
to make films of adults whose sputum is posi- 
tive, or in whom definite physical signs of tu- 
berculosis are found. It is important, however, 
for all adults with suspicious symptoms and signs 
who give a positive tuberculin test to have an 
x-ray examination, likewise, also for adults with 
strongly positive tuberculin tests, even though 
there are no suspicious signs or symptoms. All 
positive reactors who have to continue to live 
with open cases of tuberculosis and all strongly 
positive reactors should also be re-x-rayed every 
year. 

For such a program to be put into effect it 
will be necessary to have the full cooperation, 
not only of all groups of anti-tuberculosis work- 
ers, but also and especially that of the medical 
profession and of the state, county and city 
health departments. It is especially important 
that the idea be sold to family physicians. At 
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present the attitude of most family physicians 
in regard to tuberculosis is to limit their atten- 
tion to the individual patient. Even those who 
are interested in preventive medicine, and who 
wish to render a positive health service to their 
families, seem to think it unprofessional or un- 
ethical to urge all the other members of the 
family to come to them for a thorough study. 
Is it not as much their professional duty to dis- 
cover any early cases of tuberculosis which may 
be present in the other members of their tuber- 
culous patients’ families as it is for them to use 
prophylactic doses of antitox'n or typhoid vac- 
cine to protect the others when one of them 
has diphtheria or typhoid fever? As stated pre- 
viously, most cases of tuberculosis are already 
advanced before they are discovered and most 
of them cannot be cured; physicians should do 
everything in their power for the comfort and 
the improvement of such patients, but they are 
under an even greater obligation to the other 
members of the family who have been exposed to 
infection. It is especially incumbent upon all 
physicians to urge all members of the family 
who have been exposed to have a thorough study 
in order that any possible early tuberculosis may 
be discovered. 

By using the tuberculin test and by making 
x-rays of the positive reactors, or even of the 
strongly positive reactors, in large groups, such 
as children and teachers in the schools, students 
in colleges and employes in large industrial 
plants, many cases of early tuberculosis can be 
discovered. By extending the study to the 
homes of those who give strongly positive reac- 
tions and of those who are found to have early 
tuberculosis, many previously undiscovered cases 
of chronic advanced tuberculosis will be found. 
Such cases are often the most dangerous dis- 
seminators of infection because their range of 
contact is wider and, not being conscious of the 
nature of their trouble, they take no precautions 
against its spread. 

Unfortunately tuberculosis is largely a disease 
of the poor and the carrying out of such diag- 
nostic procedures involves considerable expense. 
All families who are able to pay for it should 
have the study made by their private physi- 
cians. One of the main reasons why x-ray films 
are so expensive is that few are made. If all 
those who need x-ray films and are able to pay 
for them should go to the roentgenologist, films 
could be made at a fraction of what is now 
charged, and with a much larger profit. Tuber- 
culin should be supplied without charge by anti- 


SOUTHERN MEDICAL JOURNAL 


195 


tuberculosis agencies or by health departments. 
The Extension Department of the North Caro- 
lina Sanatorium furnishes old tuberculin in 
capillary tubes for the cutaneous test to the phy- 
sicians of the State without charge, and we also 
furnish free fresh diluted tuberculin for the in- 
tracutaneous test to the county health depart- 
ments and to any public clinics which desire it. 
Local health departments or anti-tuberculosis 
agencies should arrange to give the tuberculin 
test to all cases referred to them by family 
physicians and to all contacts and other suspects 
who are unable to go to private physicians. 


Quite a large proportion of those needing 
physical and x-ray examinations will be unable 
to go to private physicians and arrangements 
should be made for them to get such service free 
at public clinics conducted either by official or 
voluntary agencies. Large diagnostic clinics 
should have their own x-ray equipment. In 
most places, however, use can be made of the 
x-ray machines of private physicians and of pub- 
lic and private hospitals. It is really remark- 
able how cheerfully the owners of such ma- 
chines allow them to be used for filming those 
who cannot afford to go to private roentgenolo- 
gists. Within the last five years the Extension 
Department of the North Carolina Sanatorium 
has made x-ray films of over 13,000 school chil- 
dren in North Carolina and we have always used 
local machines. In no case, whether the x-ray 
was privately or publicly owned, has there ever 
been a charge for the use of the equipment. 
Some workers have used portable x-ray units. 
They are not altogether as satisfactory as more 
powerful machines, but they are much less ex- 
pensive. They can be carried anywhere and 
they can make sufficiently good films to show 
early tuberculosis in a great majority of cases. 
X-ray films can be made on large groups of 
patients with little expense above the cost of 
the films. With proper assistance one technician 
can make x-ray exposures on a hundred or more 
patients per day. The films can be sent to the 
central station to be developed and interpreted. 

The expense of carrying out extensive pro- 
cedures for the early diagnosis of tuberculosis is 
necessarily great, but it is small in comparison 
with the momentary loss resulting from an end- 
less chain of far advanced consumptives. Even 
aside from the main object of saving lives and 
reducing human suffering such an expenditure 
would make a splendid business investment. 
Because of the relatively low incidence of tu- 
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berculous infection, of the unusually cooperative 
spirit of the medical profession, of the lively in- 
terest in public health, and especially because 
of the large proportion of the counties in the 
South having full-time county health units, we 
believe the Southern Conference area presents 
an exceptionally opportune field for controling 
tuberculosis by discovering the cases early. 


ANASTOMOSES IN GASTROINTESTINAL 
SURGERY, EMPLOYING A NEW 
ASEPTIC BUTTON* 


By James Tuomas Nrx, M.D., F.A.CS., 
New Orleans, La. 


As this paper presents an intestinal anasto- 
mosis developed after a series of animal ex- 
periments, making use of various metal and 
rubber devices, the essayist felt that it could 
be better presented with actual photographs re- 
duced to lantern slides, and, as these are too 
numerous for a printed article, only the princi- 
pal ones will be submitted for publication. 


It is fairly generally admitted that in skilled 
hands intestinal anastomosis by a Murphy 
button yields a low mortality. Nevertheless, 
as Dr. W. J. Mayo brings out, “Nearly 20 per 
cent of buttons are imperfect and dangerous.” 
Admitting the button to be free of defects, 
there are many difficulties encountered in its 
use which demand no little skill and practice 
that the button may be used rapidly, safely, 
and give the result desired. 


The author very reluctantly offers anything 
as a substitute for a creation of the immortal 
John B. Murphy, and if this effort should be 
of any value, it is like that of the dwarf who 
occasionally sees an object farther away than 
the giant because he has the giant’s shoulders 
to stand on. . 


Compression by rubber gaskets, in order to cause 
necrosis of the interposed bowel, was tried and found 
satisfactory in all of our experiments. Black sponge 
rubber was used on one side and hard red rubber on 
the other. These were first secured from small rubber 
balls to be found in any five- and ten-cent store. 


Various metal devices were used for snapping the 
halves of the button together; for example, a male 
half shaped much like a collar button, except that, in- 
stead of having a knob end, a spear point was used 


*Read in General Clinical Session, Southern Medical Associa- 
tion, Twenty-Fifth Annual Meeting, New Orleans, Louisiana, 
November 18-20, 1931. 

*From the Department of Surgery, Louisiana State University 
Medical Center, New Orleans, Louisiana. 
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and passed through a cylindrical opening of smaller 
bore in the opposing rubber. A threaded metal cyl- 
inder was also used on the male side and a U wire 
passed through the rubber of the female half so that 
the arms of the U would lock in the threads of the 
cylinder as the button was snapped. Although the 
buttons passed in all instances, they offered many dif- 
ficulties. 


A Few Buttons Tried in Our Experiments. Compression 
was secured by approximating a hard rubber gasket on one 
half to a soft rubber gasket on the other half. This proved 
very satisfactory. Various metal locking devices were tried, 
as a spear point passing through an opening in the oppos- 
ing rubber gasket, and a threaded cylinder on one side 
locked by a U wire passing through the opposing rubber. 
These were not satisfactory. 


Finally, flanged male and female cylinder sleeves of 
spring brass were used, the female cylinder being slit 
longitudinally into equal sections, and having a ratchet 
or right angled thread on its inner surface. The male 
flanged cylinder had the same thread on its outer 
surface so that the halves could be snapped together, 
but could not come apart because of the right angled 
threads, although they could be unscrewed. 


Fig. 2 

The lock was finally made by using spring brass with 
male and female sleeves. The female sleeve is split longi- 
tudinally and has right angled ratchet thread on the inner 
surface." The male sleeve has a right angled ratchet thread 
on the outer surface, making a positive lock. To facilitate 
es the bowel on the button, stylus tips were de- 
vised. 


On the female side, sponge rubber was used and 
hard rubber on the male side. The metal cylinders 
projected beyond the rubber about one-eighth inch on 
each half. This worked satisfactorily and was released 
usually in five to seven days. 

The first experiments conducted were side to side 
anastomoses, each half of the button being dropped 
into the open end of the bowel. Where the bowel 
was punctured to permit threading on the button, 
there was the usual leakage encountered at the time, 
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such as is present when the Murphy button is used. 
This was overcome by using needle tips which screwed 
into the open ends of the button and by pressing the 
tip on the bowel wall from within, making a small 
cut over the tip from without, the bowel could be 
aseptically threaded on the button and the tips re- 
moved. In this manner, a side-to-side aseptic anasto- 
mosis could be made. 


Fig. 3 
Metal needle tips threaded close open ends of button. 
When nature of operation permits, one-half of button is 
dropped in open end on either side and an aseptic anasto- 
mosis can be made. 
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The end-to-end anastomosis was greatly simplified 
by using long cylindrical handles which also screwed 
into the open ends of the halves. 

A purse string suture ties the open end of bowel 
on the cylinder. The suture is then slipped back on 
the sleeve of the button and the cylinder removed. 

Side-to-side anastomoses have proved entirely sat- 
isfactory in all of our animal experiments and in the 
human in four gastroenterostomies. 


When a larger opening is desired, oval metal wash- 
ers with oval metal gaskets can be used on the same 
metal parts of the standard button. In this way, an 
opening to the size desired can be made. When the 
pylorus is closed, the round anastomosis button gives 
an adequate opening, as we have demonstrated in two 
recent sub-total gastrectomies. On the other hand, 
when only a posterior gastroenterostomy is desired, and 
the pylorus remains open, a larger artificial stoma 
may be necessary, and the oval washers and gaskets 
have been developed to meet this condition . 

The end-to-end anastomosis, using the cylinder 
threader, has been used in only one animal case. The 
button was passed on the fourth day and the animal 
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Fig. 4 
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Side to side anastomoses for posterior gastroenterostomy or lateral enteroenterostomy, using detachable needle for threading. 


Intestinal wall can be aseptically threaded on button as glove on finger when needles are detached and button 
Sutures required. The standard button gives an adequate opening when the pylorus is closed. 


snapped. No 


Same button used for end-to-end anastomoses with different threading device. 
intestinal tract of dog. 


Button as it appeared after passing through 
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showed no postoperative distress from the day of the 
operation. 


In all of our cases the absence of postoperative 
symptoms and rapid convalescence were amazing. 


Fig. 6 
Purse string suture “ties open ends on cylinder threader 
and knot is then slipped back over sleeve of button when 
cylinder threader is detached and button snapped. 


CONCLUSIONS 


(1) The button is simple, strong, durable, 
and can be used over again if desired. 


(2) The same button serves for an end-to- 
end or a side-to-side aseptic anastomosis. 


(3) The threading device reduces the tech- 
nic to great simplicity, making its use safe 
even in the hands of less experienced surgeons, 

(4) The cylinders and stylus threading at- 
tachments are practically indestructible, have a 
uniform thread, and can be used over and over 
for a period of years. If the button is recoy- 
ered, it may be used again with the simple re- 
placement of the rubber gaskets. 

(5) Metal washers and gaskets of variable 
sizes and shapes increase or decrease the size 
of the opening desired, making use of the same 
metal parts. 

(6) The right angled or positive lock thread 
on the outer and inner surfaces of the cylinder 
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sleeves is a guarantee against mechanical de- 
fects. 

(7) The durability, simplicity of construc- 
tion and assurance against defects, the varied 
adaptability and facility of technic in its usage, 
lead us to believe that the new button, when it 
can be used, offers the safest and surest means 
of intestinal anastomoses. 


SOME UROLOGICAL PROBLEMS OF THE 
SOUTH* 


By Owstey Grant, M.D., 
Louisville, Ky. 


There is much agitation in journals both scien- 
tific and lay about medical care, medical status 
and cost of medical care. The public is either 
awakening, or being wakened, to the two great 
phases of the value of the physician’s services: 
the one, cost to the patient’s pocketbook, and the 
other, cost to his well being. Most of the current 
discussion revolves about the general medical 
practitioner and general surgeon, but in so far 
as the urologist in his practice is not too defi- 
nitely classified into either group, it falls upon 
him as well. Many urological cases are of the 
type that demand prolonged continuance of of- 
fice treatment; many, a surgical procedure in 
hospitals. But in a somewhat different sense 
the urologist is apart from the general considera- 
tion because his work requires a particular train- 
ing which makes him at once an artisan and an 
artist. 

I do not know that the problem of urology dif- 
fers in the South from that elsewhere, but the 
members of this association claim a proud her- 
itage in the development of urology, some of its 
most distinguished pioneers having been active 
here for many years, and this-section now con- 
tains on its roster all the foremost men in urology 
in the South, who each day are advancing urol- 
ogy’s cause with contributions that are sound, 
fundamental and progressive. It seems quite 
reasonable, then, that this society should con- 
sider urological problems and their relation to the 
laity, and that their conclusions should bear def- 
inite weight. 

One of the criticisms of medical care in the 
United States is attributed to the fact that “the 


*Chairman’s Address, Section on Urology, Southern Medical 
Association, Twenty-Fifth Annual Meeting, New Orleans, Louisi- 
ana, November 18-20, 1931. 
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increasing and, to a large extent, unregulated 
specialization not only adds to the cost but makes 
all-around medical care difficult to obtain.” 
“Unregulated specialization” as a phrase can jn 
no way be justly applied to urology. The urolo- 
gist’s right to exist as a separate entity does not 
depend upon the fact that he has chosen a par. 
ticular portion of the anatomy as his workshop, 
but upon the fact that he has developed instry- 
ments of precision with which only long and 
thoughtful practice can enable him to diagnose 
and treat disease in his chasen field. The med- 
ical field has been developed in its latitude so 
that its complete comprehension is almost beyond 
the scope of any one individual. No man can 
any more master the intricacies of urology and 
become an equally good general surgeon, than 
he can master general surgery and become at the 
same time a master urologist. The properly 
trained urologist must have had enough experi- 
ence as a general surgeon to understand the prin- 
ciples of surgery, before he devotes his time to 
expert examination of a field which touches 
closely on all surgical fields, from neurological 
to abdominal surgical lesions. Even if he does 
not do his own surgery, he must have access to 
the operating amphitheatre where he may con- 
stantly verify or correct his diagnostic findings. 

It has been interesting to learn what percent- 
age of urologists has been interested in urology 
as a surgical procedure. A cross tabulation of 
the American Urological Association and the Col- 
lege of Surgeons shows that 42 per cent of the 
members of the Urological Association are mem- 
bers of the College. Tabulation of the Southern 
states shows that practically this same percent- 
age maintains throughout the South, taken as a 
whole. Of course, some of this number are gen- 
eral surgeons who were in the early days inter- 
ested in urology, but most of their places in later 
years have been filled by urologists who have 
trained themselves as surgeons. 

It is not from a sense of jealous guarding of 
mystical secrets that the urologist views with 
apprehension the promiscuous use of the cysto- 
scope in untrained hands, or questions the ad- 
visability of the indiscriminate intravenous 
urography. It is not because he fears that some 
of the reward he is working for may find its way 
into other hands or pockets, but because he 
knows how capable of fallacious inferences are 
the findings of these instruments in other than 
highly trained and broadly experienced hands. 
I am sure every member of this section can in- 
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stantly call to mind not only the egregious errors 
that he has seen as a result of faulty interpreta- 
tions by those not thoroughly experienced in the 
yse of these facilities, but that he knows himself 
how much confirmation and repeated endeavor he 
has been compelled to exercise to correlate his 
facts to the point of justification of diagnosis. 


So much for urology’s justification as a spe- 
cialty. What then should be the urologist’s po- 
sition as to his confreres, the general surgeon and 
internist? The problem differs in the size of the 
community which he serves. First of all, if he 
is to be a skillful surgical urologist, he must be 
in a position to have sufficient operative work 
to enable him to “keep his hand in,” so to speak. 
The President of the American Medical As- 
sociation, himself one of the most experienced 
surgeons in the world, emphasizes the fact that 
only by repeated familiarity with operative fields, 
gained by constant repetition of performance of 
the same procedure, can any man so make him- 
self master of the subject that he subconsciously 
appreciates the pathological findings and intui- 
tively arrives at the best method for their cor- 
rection with the least trauma and damage to the 
structures which in time he comes to look upon 
as his natural habitat. Available fields for this 
kind of work can be found only in communities 
which serve a large number of people. A survey of 
cities of under 100,000, scattered over the United 
States, will rarely show more than one surgical 
urologist of eminence. Since there is not a large 
number of big cities in the South, the problem 
of giving its people the best of urological service 
has been met in some instances by the formation 
of groups devoting their time to this work alone, 
and a high grade of work has emanated from 
these groups. Another problem is the care of 
patients in the less populous districts. This has 
been solved after two fashions. One is the found- 
ing of the small, well fitted, local or county hos- 
pital which always has one or two competent 
general surgeons on its staff. These institutions 
draw a sufficient clientele to justify at least one 
good urologist who is capable of making accu- 
rate diagnoses and treating by instrumental 
means patients needing care other than operative 
surgery. Another method is that of having on 
the staff a consulting surgical urologist, usually 
from some not too distant city, who in these days 
of rapid transportation may be quickly avail- 
able. These two plans in a great part of our 
South, which is largely a rural community, have 
been so worked out as to enable the people to 
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have the very best of urological care. The peo- 
ple have grown to realize that the fallacy of the 
dictum that anyone can shell out a prostate and 
the patient get well, is as false as the old concep- 
tion that gonorrhea is nothing worse than a bad 
cold. 

Though urology is an infant science, still it is 
a precocious one, and its toddling steps have 
been turned into giant strides by the formation 
of many state urological societies. Almost every 
state in the South has a urological association, 
and the entertainment of guest speakers from 
other parts of the South has fostered a spirit of 
good will and helpfulness that has annihilated 
individual jealousies to an almost unbelievable 
degree. I question whether a more friendly and 
congenial gathering of men, more or less rivals, 
can be found than in the gathering here today. 
Another step toward the welding of Southern 
urologists is under consideration now in the 
American Urological Association, with the possi- 
ble consolidation of the whole South into a Sec- 
tion of that Association. 

This division of the Southern Medical may 
well felicitate itself on the solution of the South’s 
urological problems in such a degree as to re- 
flect credit on itself and the bestowal of a real 
boon on the people whom it serves, and its fine 
personnel insures an indisputable promise of the 
continuance and progress of the high ideals at 
which it aims. 


RESPONSIBILITIES OF THE RAILROAD 
SURGEON* 


By Joseru D. Cortins, M.D., F.A.CS., 
Norfolk, Va. 


A good railway surgeon must needs be in 
many respects a master of his art. While he 
need not have the attributes of a dual person- 
ality, he is called upon to exercise the functions 
of a dual role. It is his duty to administer to 
the needs of bodies physical and bodies corpo- 
rate. He serves employer and employe, company 
and individual, and frequently payer and paye. 
His is a grave responsibility, one in which the 
lack or exercise of skill, tact and diplomacy may 
mar or make success. 

The railway surgeon occupies what at first 


*Chairman’s Address, Section on Railway Surgery, Southern 
Medical Association, Twenty-Fifth Annual Meeting, New Orleans, 
Louisiana, November 18-20, 1931. 
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blush might appear to be an anomalous position. 
From the time of Aesculapius to this day the 
surgeon has been taught that his profession de- 
mands loyalty and rigid adherence to the inter- 
est of his patient as against the world. Does 
his duty to the railway contravene these prin- 
ciples? Clearly not. His position is similar to 
that of a hospital attache in that his most ac- 
ceptable handling of the patient redounds to the 
benefit of the hospital. The hospital has the 
right to know the history, diagnosis, prognosis, 
treatment and progress of the case. Or let us 
take the head of a family. He employs a phy- 
sician to treat his child. He pays the bill. He 
expects and has the right to be kept advised. 
The railway surgeon is an employe of the rail- 
way. It expects him to render efficient service 
to its injured employes and supply it with full 
information concerning them. 


The railways exercise care in the selection of 
their surgeons. They desire and endeavor to 
secure men who are thoroughly competent, men 
who are the leaders in their respective territo- 
ries. Properly handled, the position should add 
to the surgeon’s influence and emolument. He 
is brought into contact with a large and varied 
class of employes, who frequently desire his 
services in a private capacity, and whose friendly 
influence may widen his sphere of activity. This 
is bound to be the result if he plays fair and 
square with his employer and the employes. 


A railway surgeon is called upon to render 
service to both employes and non-employes in- 
jured by the railway. The greater part of his 
railway patients fall into the former class; but, 
broadly speaking, the surgeon’s duties are prac- 
tically the same with respect to both classes. 


Very frequently the railway surgeon who is 
called to attend an injured employe is not the 
employe’s first choice. He may not have the 
full professional confidence of the employe. 
Courteous, tactful, diplomatic handling can often 
triumph in a situation of this character. The 
loyal surgeon will exercise his keenest powers of 
finesse in winning and holding the employe’s 
confidence and thereby serve to better advan- 
tage the interest of all concerned. 


A physician whom we shall call Dr. Blank was en- 
gaged in the practice of medicine in a small town which 
was bisected by a railroad. He enjoyed a wide prac- 
tice. He was offered, and accepted, the position of local 
surgeon with the railroad company. A son of a rather 
prominent citizen of the town worked for the railroad 
company. The young man sustained an injury to his 
foot while in the performance of his duties. Dr. Blank 
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took charge of the case. Being a busy man, he made a 
very superficial examination of the young man, jumping 
to the conclusion that the injury was of a trivial na- 
ture, and assured him that he would be well in a few 
days. The patient called daily at the physician’s office 
but continued to limp around for a week or two with. 
out any perceptible improvement. He eventually de. 
cided that the doctor had not ascertained his true con- 
dition and that he was, to some extent, being neglected 
by a busy man. After talking the matter over with his 
father, he went to another town and by means of an 
X-ray examination learned that his fears were well 
founded. He had sustained a fracture of one of the 
metatarsal bones of his foot. As the result of the dis- 
appointment and loss of confidence in the physician and 
the railroad which he represented, the young man’s atti- 
tude toward his company became unfriendly. The rail- 
way company, basing its conclusions largely upon the 
optimistic report of the physician, felt that the young 
man’s attitude was unreasonable. Negotiations for a set- 
tlement failed. A trial resulted. Dr. Blank evidenced 
much zeal and bias in testifying for the railway. There- 
after he lost much practice and his reputation suffered 
because of the belief that he was, first of all, a corpora- 
tion doctor. His carelessness and misguided zeal were 
harmful both to himself and to his company. 


This little story illustrates an all too familiar 
experience in the careers of many railway sur- 
geons. Just what lessons may be drawn there- 
from for our guidance? 

Let us not fall into the first error made by Dr. 
Blank. The initial examination should be care- 
fully and conscientiously made. The first im- 
pressions of physician and patient may have last- 
ing effects. The railways provide report forms 
in blank to be filled in by the surgeon, who 
should thereon supply the company with full in- 
formation respecting the various detailed queries. 
This report is eagerly awaited by the claim de- 
partment. In the initial stages that department 
is primarily interested in two phases of the re- 
port, namely: the nature and extent of the in- 
jury and the probable length of disability. It is 
my opinion that the maximum degree of im- 
paired function should be reported rather than 
the minimum. The railway is greatly pleased 
when the actual disability is of a shorter dura- 
tion than the estimated disability. When the 
reverse is true there is disappointment and a fu- 
ture tendency to discount the physician’s op- 
timism. It should be constantly borne in mind 
that the railway, to a large extent, bases its 
handling of any case upon the physician’s diag- 
nosis and prognosis. Therefore a careless of 
prejudiced report places it at a disadvantage, to 
say nothing of the patient’s rights and the phy- 
sician’s reputation. 


When high explosives and noxious gases dev- 
astated life and limb during the awful fury of 
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the World War, it was the military surgeon’s 
duty to return wounded men to the firing line as 
soon as possible. In the economic and industrial 
strife of today it is the railway surgeon’s duty to 
get injured employes back to the bread-winning 
lines with the greatest dispatch. This entails 
careful and attentive treatment. The railway 
surgeon should ascertain the scope of the injured 
man’s duties. A mashed finger on the left hand 
of a right-handed clerk need not result in any 
appreciable disability, nor should an injured foot 
keep a bench worker away from his accustomed 
duties. 

Traumatic neurasthenia and hysteria are no 
strangers to the railway surgeon. Patients who 
fall within this class try our patience to the 
breaking point. 

Railroad injuries sometimes have a very stim- 
ulating effect upon the imagination. But whether 
imaginary, traumatic or otherwise, the surgeon 
has a problem on his hands. He needs must 
browse in psychiatric and neurological pastures. 

Then there is the malingerer, presenting a psy- 
chological problem difficult to handle. In his 
case much tact and diplomacy is necessary. 

The railroad surgeon should be on guard with 
respect to systemic disease which may frequently 
exist. Such a condition, if not properly diag- 
nosed, may cause prolonged and costly disability. 
Hospitalization of such cases is recommended in 
order that a complete survey may be made, in- 
cluding blood tests and x-rays. 

Sometimes an injured man will consult the 
surgeon concerning the question of settlement. 
Let the doctor not “rush in where angels fear to 
tread.” He should make it plain that it is not 
within his province to invade the claim depart- 
ment’s special sphere. This, of course, does not 
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mean that he should not by silent, if not vocal, 
implication convey the thought that his company 
will deal ethically and fairly with the injured 
man. He should try to maintain a friendly re- 
lationship at all times between the company and 
the patient. Any untoward activity, however, 
on the part of the surgeon to bring about a set- 
tlement may cause an unpleasant reaction. The 
whole question involves many factors which we 
have not time to discuss. In the main, however, 
I should say that when it comes to dollars and 
cents between the company and the injured man, 
the physician would do well to maintain a disin- 
terested attitude. That part of the business is 
foreign to his field, and he should beware of en- 
tangling alliances. 

In spite of the surgeon’s ministrations and in 
spite of the railway’s efforts, claims for injuries 
sometimes reach the sanctums of legal tribunals. 
If the surgeon is called upon to testify, he should 
to the best of his ability do so in strict accord- 
ance with the high ethical standards of his pro- 
fession. He should display no bias nor prejudice. 
Let him beware of the overzealousness of Dr. 
Blank. He should try to avoid even the color of 
suspicion that he has any but disinterested mo- 
tives. Let him testify calmly and modestly and 
in a straightforward manner, showing neither 
fear nor favor. The truth, the whole truth and 
nothing but the truth should be his guiding light. 

The duties and responsibilities of the railway 
surgeon are great. His reward is greater. Hav- 
ing properly taken care of his job, he will not 
suffer the unfortunate experience of Dr. Blank, 
but will gain a reputation for ability, honesty 
and fairness. These attributes spell conscien- 
tious and capable service, that indispensable ele- 
ment which must characterize the work of a suc- 
cessful railroad surgeon. 
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MILD SUPRARENAL DEFICIENCIES 


One of the most frequently practised animal 
operations of the past two or three years has 
been the removal of the suprarenal glands. 
Countless cats, rats, rabbits, and a few opos- 
sums, squirrels and groundhogs have lost these 
essential organs and have subsequently been 
aroused from an unconscious and dying condi- 
tion by active cortical extracts. 


Symptoms of animals nearing exitus after 
suprarenalectomy, and of human beings with 
Addison’s disease, are closely parallel, and hu- 
man patients are revived from a moribund state 
by injections of the same extract.1 Since every 
severe disease must have mild manifestations, 
hope has arisen that commoner human ailments 
may show symptoms similar to the well studied 
ones of Addison’s disease and the experimental 
animal disease, for which the remedy is now 
established. It is hoped that at least one of 
the baffling syndromes of ordinary practice 
may be shown to result from cortico-suprarenal 
deficiency and may succumb to treatment with 
this powerful medicament. To find the one, it 


1. Swingle, W. W.: and Pfiffner, J. J.: Studies on the Adrenal 
Cortex. Amer. Jour. Physiol., 96:153, Jan., 1931. Hartman, 
F, A.; Brownell, K. A.; and Hartman, W. E.: A Further Study 
of the Hormone of the Adrenal Cortex. Amer. Jour. Physiol., 
95:670, Dec., 1930. 
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is necessary to study carefully the earliest anj. 
mal symptoms. 


These have been followed by a number of 
workers, who are in rather general agreement 
as to their course. After extirpation of the sy. 
prarenal cortex or whole gland in healthy syb. 
jects, there is a progressive failure of appetite 
with nausea and vomiting, greatly increased fa. 
tiguability and inactivity or sluggishness, asthe. 
nia, and weight loss. The body temperature 
falls and there is an exaggerated susceptibility 
to respiratory infection. The blood sugar js 
lowered, the blood non-protein nitrogen rises, 
and the cell volume increases.? In a few days 
convulsions, coma and death ensue. Necropsy 
frequently shows gastric and duodenal ulcers, 
Upon intravenous or subcutaneous injection of 
the active cortical extracts (and, according to 
Britton, Flippin, and Silvette,? of the University 
of Virginia, upon administration of larger quanti- 
ties of the same extract by stomach) the body 
temperature rises, the blood sugar rises, non- 
protein nitrogen falls, cell volume decreases, the 
appetite is regained, weight becomes normal, and 
the animal is restored to a healthy condition 
which may be maintained as long as the extract 
is given. 

A decreased resistance to infection following 
suprarenalectomy, and a raising of the resist- 
ance by injections of the extract, have been re- 
ported by Hartman‘ and others. The evidence 
offered is inadequate, however, to demonstrate a 
specific effect of the suprarenal cortex above 
that of the other endocrines. 


Blood chemical changes in disease are always 
a diagnostic desideratum. Their objectivity 
gives them authority. Lowering of the blood 
sugar, elevation of the non-protein nitrogen and 
increase of cell volume are not difficult to dem- 
onstrate. Since these are possibly the pathogno- 
monic changes of suprarenal deficiency, one 
should examine the human syndromes in which 
these blood alterations are known to take place. 


The non-protein nitrogen is elevated in kidney 
disease and there should be a type of nephritis 


2. Britton, S. W.: Observations on Adrenalectomy in Mar- 
supial, Hibernating and Higher Mammalian Types. Amer. Jour. 
Physiol., 94:9, Dec. 1, 1931. Britton, S. W.; and Silvette, H. 
S.: Some Effects of Cortico-adrenal Extract and Other Substances 
on Adrenalectomized Animals. Idem., p. 15. 

3. Britton, S. W.; Flippin, C. F.; and Silvette, N.: Oral Ad- 
ministration of Cortico-adrenal Extract. Idem., p. 44. . 

. Hartman, F. A.; and Scott, W. J. M.: Protection of 
Adrenalectomized Animals Against Bacterial Intoxication by a0 
Extract of Adrenal Cortex. Jour. Exper. Med., 55:63, Jan. 1, 
1932. Marmorston-Gottesman, J.; and Perla, David: Effect of 
Bilateral Suprarenalectomy on Adult Albino Rats on Natural 
Acquired Resistance to Bartonella Muris Anemia. Jour. Expet- 
Med., 55:109, Jan., 1932. 
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which cortical extract would benefit.5 Cortical 
deficiency may bear an etiological relationship 
to the condition of low blood sugar, perhaps to 
those cases which appear to be due to hyperinsu- 
linism.° There is also the possibility of ameliora- 
tion of certain ulcers of the gastrointestinal tract 
with the extract, or of fattening intractably thin 
persons. The blood sugar and non-protein ni- 
trogen during the early stages of colds or other 
infections might be studied. 

Hartman’ has received considerable publicity 
as saying that his extract when given to normal 
human beings promotes a sense of vigor and 
euphoria, relieves insomnia, and increases the 
ability to perform muscular work. The public, 
including the columnist Brisbane, is already 
more than willing to take a shot. It is to be 
hoped that eventually the intractable nervous 
disorders, or neuroses, may find a remedy in 
cortical extract or any other means of therapy. 
But to avoid bringing disrepute upon the prod- 
uct, these should be reserved for the last phase 
of clinical investigation. 


Studies are already becoming further compli- 
cated by the fact that, as in the case of the 
ovary and anterior pituitary, more than one ac- 
tive cortical fraction is reported.® 


Cortin, as used at present in the laboratory, 
costs about thirty dollars per one hundred cubic 
centimeters, and four kilograms of fresh whole 
suprarenals are required to prepare this quan- 
tity. A hundred cubic centimeters a day for 
several days may be given to one cat, mak- 
ing a very costly feline. The normal cat 
has two or three hundred milligrams of cortico- 
adrenal tissue, while amounts of extract given to 
it in twelve hours may represent up to one thou- 
sand grams.” 


Until some one devises a method of continu- 
ously tapping an efferent cortical artery, to ex- 
tract cortin from cattle im vivo, as it is pro- 
duced; or of cultivating a suprarenal in vitro in 
living tissue media and periodically milking it, 
ed use of this agent will be economically lim- 
Ited. 

These difficulties need not discourage at- 
tempts to diagnose the deficiency. Further 


5. Fishberg, A. M.: Hypertension and Nephritis. Philadelphia: 

. Harris, Seale: Hyperinsulinism and insulinism. J.A.M.A., 
83:729. Dysinsulinism. J.A.M.A 

7. Hartman, F. A.; and Lockwood, J. E.: Effect of Cortin 
on Nervous System in Adrenal Insufficiency. Proc. Soc. Exper. 
Biol. & Med., 29:140, Nov., 1931. 

8. Connor, C. L.: Effect of Adrenal Cortical Extract Upon 
Sex Organs of Animals. Idem., p. 131. 
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simplification of manufacture will undoubtedly 
be forthcoming and diagnostic criteria will be 
still more needed. Differentiation of the clinical 
conditions should come chiefly from the medical 
practitioner. The physiologists have shown that 
there is “gold in them thar hills.” It is for the 
clinician to dig it out. 


ETIOLOGY OF CERTAIN TYPES OF 
THYROID DISEASE 


A small gland at the base of the brain, which 
in a monkey may be sucked from its bony fossa 
by the force of an ordinary water suction pump 
attached to a faucet,! directs the activity of the 
ovaries and testicles; and is possibly responsible 
for some of the menstrual disorders which gyne- 
cologists are called upon to relieve.? Injections 
of extracts of a part of this organ, the anterior 
pituitary gland, into animals cause hypertrophy 
of the thyroid and a rise in the basal metabo- 
lism.* Different preparations seem to have dif- 
ferent effects. While fresh suspensions bring 
about thyroid enlargement, feeding of Armour’s 
pituitary tablets is reported by Siebert and 
Smith,* of Washington University, to increase 
the basal metabolic rate, and at the same time to 
induce in the thyroid gland itself histological 
signs of lessened activity. The anterior pituitary 
injections act through the medium of the thyroid: 
they stimulate it to increase the metabolic rate 
of the organism. The pituitary tablets which 
are eaten raise the metabolism through an en- 
tirely different mechanism while actually de- 
pressing thyroid function. They thus produce a 
condition of elevated basal metabolism which 
would not be helped medically by extirpation of 
the thyroid gland. 

Schockaert,® of Columbia University, describes 
changes resembling those of Graves’ disease, 
which were induced in the thyroids of young 


1. Firor, W. M.: Hypophysectomy in the Monkey (Macacus 
rhesus). Bull. Johns Hop. Hosp., 50:33, Jan., 1932. 
2. Novak, Emil; and Hurd: Amer. Jour. Obst. & Gyn., 22:501, 


Si. 

3. Loeb, L.; and Friedman, H.: Changes in Weight of the 
Thyroid Gland of the Guinea Pig Under the Influence of Acid 
Extracts of the Anterior Pituitary. Proc. Exper. Biol. & 
Med., 29:15, Oct., 1931. 

Effect of Long Continued Injections of Acid Extract of the 
— Pituitary on the Thyroid Gland and Sex Organs. Idem., 

7 


p. 172. 

4. Siebert, W. J.; and Smith, R. S.: Effect of Various Anterior 
Pituitary Preparations Upon the Basal Metabolism in Partially 
Thyroidectomized and in Incompletely Thyroidectomized Guinea 
Pigs. Amer. Jour. Physiol., 95:396, 1930. 

5. Schockaert, J. A.: Hyperplasia of the Thyroid and Exoph- 
thalmos from Treatment with Anterior Pituitary in Young Ducks. 
Proc. Soc. Exper. Biol. & Med., 29:306, Dec., 1931. 
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ducks by anterior pituitary injections. Admin- 
istrations of fresh suspension of beef anterior 
pituitary, about one-half gland per duck, were 
followed by a rapid increase in the size of the 
thyroid, which in the second week became three 
to eight times the normal. In one fowl it was 
twenty times normal, and in another sixty times. 
The first week of treatment produced little 
change in the size of the thyroid vesicles, but 
the colloid disappeared, the epithelium became 
columnar in type with pycnotic nuclei, with 
desquamation and mitoses, closely resembling the 
pathological picture of acute Graves’ disease. 
The total iodine of the gland rapidly dropped, 
being as low as one-twentieth normal even when 
new colloid was being secreted. After three to 
five weeks of the injections, a typical exoph- 
thalmos developed, which receded if they were 
stopped. Suspensions of the whole gland were 
more effective than pituitary fractions, or ex- 
tracts of pregnancy urine, in inducing acute 
thyroid hyperplasia and symptoms of Graves’ 
disease. Closs, Loeb and Mackay® have noted 
similar symptoms in guinea pigs. 


The basal metabolic rate is generally taken 
as a diagnostic sign of thyroid activity. In 
the presence of a pronounced elevation of the 
basal metabolism, the most usual reaction of the 
physician is to advocate removal of a portion of 
the thyroid gland. It is rather generally be- 
lieved, too, that iodine deficiency is the con- 
trolling cause of thyroid enlargements. The 
iodine level of blood and thyroid, it is shown 
here, may vary enormously in a brief time, while 
the quantity of iodine in the ration remains un- 
changed. 


These studies emphasize the fact that other 
factors than the iodine content of the diet may 
induce rapid hypertrophy of this gland; that 
elevation of the metabolism is not inevitably a 
sign of overactivity of the thyroid; that an ex- 
perimental acute disease closely resembling hu- 
man Graves’ disease may be produced by pitui- 
tary injections. If Graves’ disease in a patient 
were caused by overactivity of the pituitary, 
removal of the thyroid gland would not remove 
the etiological factor and would probably give 
very temporary benefit. 


6. Closs, K.; Loeb, L.; and Mackay, E.: Effect of Acid Ex- 
tract of Anterior Pituitary on Iodine Content of Blood and Thy- 
roid in Guinea Pigs. Idem., Nov., p. 170. 
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GLEANINGS FROM RECENT JOURNALS 


A White Negro.—Golden’ reports complete 
loss of pigment in an otherwise healthy negro 
man. The blanching of the skin began on the 
lower arms at about the age of thirty-five, fol. 
lowing, according to the patient’s history, the 
scratch of a kitten. By the time he was fifty 
years old there was no surface pigment. Hair 
skin, and scalp were entirely white. 


Control of pigment deposit seems in some 
species of animals to reside in the pituitary. 
The tendency of certain patients with Addi- 
son’s disease to take on a mulatto color will also 
be recalled. 

Immune Serum for Infantile Paralysis —An 
observation valuable to medicine is the fact that 
blood serum of a patient who has _ recovered 
from a contagious disease such as typhoid fever, 
or scarlet fever, will agglutinate the microorgan- 
ism which caused the disease. Convalescent ty- 
phoid serum agglutinates B. typhosus, and fre- 
quently to some degree related organisms such 
as the paratyphoids. Similarly, although the 
reaction cannot be seen, convalescent serum of 
infantile paralysis neutralizes the ultramicro- 
scopic virus of this disease. If infectious mate- 
rial from a case of infantile paralysis stands in 
contact with convalescent serum of the disease, 
the material becomes non-infective. On injec- 
tion into animals it fails to produce infantile 
paralysis. 

Human convalescent serum of this disease is 
valuable in prophylaxis, but is difficult to ob- 
tain. A powerful antiserum for monkey po- 
liomyelitis has been prepared by injecting horses 
with increasing doses of macerated spinal cords 
of the disease. The horse antiserum of some 
strains of monkey polio has, however, very little 
neutralizing effect upon the human virus, and 
conversely human convalescent serum may fail 
to neutralize the monkey virus.* The extreme 
specificity of the horse serum is an inconvenience 
in prophylaxis. 

In rural California in 1930, an epizootic of 
horse encephalomyelitis occurred, which closely 
resembled infantile paralysis. It was caused by 
a filterable virus, and hemorrhage, edema, and 


1. Golden, L. A.: Complete Loss of Pigment in the Skin of 
a Negro: A Case of Complete Leukoderma. Arch. Dermat. & 
Syph., 24:1069, Dec., 1931. . 

2. Hasama, Bun-ichi: Effect of the Pituitary Body Upon Epi- 
dermal Melanophores of the Toad. Jour. Phar. & Exper. Ther., 
41:179, Feb., 1931. E 

3. Weyer, E. R.: Immunological Differences Between a Strain 
of Monkey Virus and Human Poliomyelitis. Proc. Soc. Expet- 
Biol. & Med., 29:289, Dec., 1931. 
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acute inflammatory lesions were found in the 
brains, with slight cord involvement. It was 
thought that the disease might bear a serologi- 
cal relationship to monkey poliomyelitis, and 
cross immunization experiments with horse serum 
and monkey virus, monkey serum and _ horse 
virus were undertaken. The sera of monkeys 
which had recovered from poliomyelitis were in- 
cubated with the virus of horse encephalomye- 
litis, and conversely the virus of monkey polio- 
myelitis was incubated with immune encepha- 
lomyelitis sera. There was a complete absence 
of neutralizing effect upon the virus in each 
case.* 

The effects of the encephalomyelitis serum 
upon human poliomyelitis virus were not in- 
vestigated. For this reason, the possibility that 
human virus might be inactivated by horse en- 
cephalomyelitis serum is not entirely elimi- 
nated. 

It has been noted that the serum of healthy 
adults who have not had poliomyelitis, fre- 
quently neutralizes the causative agent of this 
disease. Immunity to infantile paralysis is 
said to increase with age at about the same 
rate as in diphtheria.5 It is now believed 
that an epidemic latently immunizes a large 
proportion of the community who escape a 
clinical attack of the disease. The incidence 
of polio is particularly low in the tropics. The 
serum of eight adult male Porto Ricans who 
gave no history of a disease resembling polio 
was examined for its neutralizing properties.® 
In rather high dilution it inactivated the virus 
of poliomyelitis, so that monkeys subsequently 
inoculated with the treated material did not con- 
tract the disease. 

These studies of adult immunity may give 
valuable information as to sources from which 
immune sera may be collected for prevention of 
the malady. 

Common Cold.—Powell and Clower,’ of Phila- 
delphia, report eight months’ cultivation of a 
filterable virus from a human cold. The virus 
was then inoculated into susceptible persons 
working in a large manufacturing plant at a 


4. Howitt, B.: Cross Immunization Experiments with Polio- 
— + ng and That of Encephalomyelitis in Horses. Idem., 
le » 4sNOV. 


Powell, M3 "and Clower, G.H.A.: Cultivation of the 
tus of the Common Cold and Its Inoculation in Human 
Subjects. Idem., p. 332, Dec. 
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time of the year when colds were infrequent. 
Sixty to 80 per cent of those inoculated con- 
tracted colds, and only 9 per cent of the unin- 
oculated. This confirms previous work reported 
from the Rockefeller Institute and Johns Hop- 
kins University Medical School in the past two 
years.* 

Bacteriemia of Shock.—During an acute ana- 
phylactic reaction to horse serum proteins, dogs 
rapidly absorb bacteria from the intestinal tract 
into the blood stream. As many as a million 
viable organisms per cubic centimeter may be 
found in the portal vein during anaphylactic 
shock, although few or none are normally pres- 
ent.° This overwhelming bacterial intoxication 
must add to the clinical picture of shock, and 
it is suggested that it offers a further basis for 
explanation of the resulting syndrome. 


Typhoid vaccination by mouth, after increas- 
ing the permeability of the intestinal tract by 
similar means, was some years ago proposed. 
Under several abnormal conditions the intestinal 
mucosa permits passage of foreign protein or 
fat. 

Use of Digitalis—Digitalis has been pre- 
scribed in cardiac disease for one hundred and 
fifty years, according to Harrison, Calhoun, and 
Turley,’® although there is no definite knowl- 
edge as to the conditions which it benefits. Only 
in auricular fibrillation, they say, has it been 
proven to be of value. They undertook to clas- 
sify and identify conditions of regular rhythm 
in which it is certainly helpful. They found it 
particularly useful in controlling the symptoms 
of paroxysmal nocturnal dyspnea. Patients of 
this type were usually greatly relieved and able 
to sleep comfortably after they were put on digi- 
talis. In cases of dyspnea with exertion, less 
striking results were obtained, though there was 
some increase in the ability to take exercise. 
Hypertensive sclerotic and syphilitic hearts were 
usually benefited. Occasionally a patient ap- 
peared for some reason to be made worse by 
digitalis. 

Sanocrysin in Tuberculosis —Sanocrysin," a 
gold compound which originated in Denmark, 


8. Ed., Colds. Sou. Med. Jour., 22:1108, Dec., 1929. Idem., 
24:1129, 1931. 

9. Boone, T. H.; Chase, E. M.; and Brink, H. E.: Intestinal 
Absorption of B. prodigiosus. Idem., p. 113, Nov. 

10. Harrison, T. R.; Calhoun, J. A.; and Turley, F. C.: 
Congestive Heart Failure: Effect of Digitalis on Dyspnea and 
on the Ventilation of Ambulatory Patients with Regular Cardiac 
Rhythm. Arch. Int. Med., 48:1203, Dec., 1931. Robinson, G. 
Canby: Value of Large Single Doses of Digitalis in the Treat- 
ment of Heart Disease. Sou. Med. Jour., 13:396, 1920. 

11. Ed., Assessment of Sanocrysin. Lancet, 221:1362, Dec. 
19, 1931. 
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“has saved intravenous chemotherapy from utter 
disrepute in tuberculosis,’ according to the Brit- 
ish Lancet. It is added that American authors 
have not reported favorably on sanocrysin, but 
have mentioned possible toxic effects. The fact 
that the drug is still in daily use in many in- 
stitutions after more than five years, says the 
Lancet, is evidence that its advocates have rea- 
son for believing in it. 

It is necessary to take issue with the last 
syllogism: advocates have used sanocrysin, ad- 
vocates do not use without reason, therefore ad- 
vocates with reason believe in sanocrysin. Advo- 
cates occasionally do believe without reason, and 
more than one long used drug might fall under 
this classification. 

Diagnosis of Vitamin B Deficiency.—Accord- 
ing to Smith and Sure,!* B avitaminosis pro- 
duces a pronounced increase in the unsaturated 
fatty acids of the blood, a lipemia of a distinct 
character. They suggest that this blood chemi- 
cal change will be beneficial in the diagnosis of 
clinical vitamin B deficiencies. 

Since human vitamin B deficiencies are now 
held to be rather common, an accurate means of 
diagnosing them would be welcomed. It might 
eliminate occasional unnecessary consumption of 
yeast cakes. However, the speed with which 
the lipemia would develop in human beings is 
not known. It is possible that early or mild 
deficiencies might not show this blood chemical 
change. It has also not been shown that high 
blood fat is limited to B avitaminosis. The ob- 
servation is of value in pointing the way to 
further study of the criteria of this deficiency. 


Book Reviews 


Functional Disorders of the Gastrointestinal Tract. By 
William Gerry Morgan, M.D., F.A.C.P., Dean and 
Professor of Gastroenterology, Georgetown University 
School of Medicine; Immediate Past President, Amer- 
ican Medical Association, Washington, D. C. Phila- 
delphia: J. B. Lippincott Co., 1931. 

This excellent book by Dr. Morgan makes a most 
acceptable addition to the Everyday Practice Series, 
edited by Dr. Harlow Brooks. The attractive binding, 
clear, large type, and quality of paper make the read- 
ing easy. There are 259 pages with 32 illustrations. 
The editor of this series; Dr. Brooks, has written an 
introduction that gives a pre-view of the text. 

The general scheme of the book is a presentation of 
the disorders of functions, as well as functional disor- 


12. Smith, M. E.; and Sure, Barnett. Avitaminosis. VI. 


Vitamin B Lipemia versus Inanition Lipemia in the Lactating 
Rat and Its Nursing Young. 
29:158, Nov., 1931. 


Proc. Soc. Exper. Biol. & Med., 
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ders, describing the gastric and extragastric pathological 
lesions that produce disturbance of the motor, nerve 
and glandular systems of the gastrointestinal tract 
The neuroses affecting these three systems are care. 
fully outlined, in each instance supported by appropriate 
case histories. 

Coming from the pen of a distinguished clinician 
this book will be received with interest. There are in 
portant suggestions as to methods of examination and 
study of patients presenting gastrointestinal symptoms, 
It will be of value to every physician to study the au- 
thor’s evaluation of symptoms, the significance at- 
tached to the digestive disturbances, and also his method 
of management in each case. The subject matter js 
presented in accordance with the accepted teachings and 
facts generally recognized are interpreted in terms of 
the author’s experience. 


Female Sex Hormonology. By William P. Graves, AB, 
M.D., F.A.C.S., Professor of Gynecology at Harvard 
Medical School; Surgeon-in-Chief to the Free Hospi- 
tal for Women and to the Parkway Hospital, Brook- 
line. 131 pages with illustrations. Philadelphia: W. 
B. Saunders Company, 1931. Cloth, $3.50. 

This is one of the most difficult subjects to write 
on, because it is the most rapidly advancing in medi- 
cine today. One would think that any conclusions 
drawn must be superseded before the book could be 
reviewed. The author has presented a resume of the 
literature for the benefit of those who have not access 
to its enormous volume, much of which is in foreign 
languages. 

His selection of material is wise and adequate, al- 
though the volume is brief. The book will be of 
great value to those who wish to acquaint themselves 
with an important movement in physiology, which is 
obliged to lead in the future to a complete revision of 
gynecological methods. The conclusions are restrained 
and will probably need little revision in the coming 
few years. An able author has undertaken a worth- 
while task. 


The Nurse’s Medical Lexicon. For the use of Gradu- 
ate and Student Nurses, of Premedical and Dental 
Students, and of the General Public. By Thomas 
Lathrop Stedman, A.M., M.D., Editor of the “Twen- 
tieth Century Practice of Medicine,” of the “Refer- 
ence Handbook of the Medical Sciences,” and of “A 
Practical Medical Dictionary.” 629 pages. New 
York: William Wood & Co., 1931. Cloth, $2.00. 

Dr. Stedman has selected the most used medical 
terms and definitions for inclusion in this book. A 
great many cross references keep it to a moderate size. 
The definitions are clear and elementary. The pub- 
lishers have selected a very pretty and unique binding. 


The Rockefeller Foundation Annual Report, 1930. 380 
pages with illustrations and reports. New York: The 
Rockefeller Foundation, 1930. 


In addition to the necessary reports of the secretary 
and treasurer, are accounts of the work of the different 
divisions of the Foundation. These are the Interna- 
tional Health Division, Medical Sciences, Social Sciences 
and the Humanities. The scope of the work is world 
wide. Interesting resumes are given of the progress In 
research of various specific diseases. A number of pho- 
tographs of the different projects are included. 


ak 

| 


Vol. XXV No. 2 


Diabetes. Its Control by the Individual and the State. 
By Elliott P. Joslin, M.D. 70 pages with tables and 
illustrations. Cambridge: Harvard University Press, 
1931. Cloth, $1.00. 

Medicine has reached such a stage of development 
that the lay audience of one of its specialties is the 
men who are practising another specialty. The internist 
is laity to the surgeon who writes of intestinal anas- 
tomoses. The surgeon, pediatrician, ear, eye, throat 
man are laity to the specialist in the theory of insulin 
action or effects of diabetes. This small volume, which 
is written primarily for a non-medical audience, will be 
enjoyed by physicians as well. Joslin’s careful statistics 
show how the cause of death in diabetes has changed 
in the three eras of treatment with which he deals. A 
few years ago the greatest mortality came from tuber- 
culosis. Now the larger number of diabetics succumb 
to arteriosclerosis. The story is clearly and convinc- 
ingly told by a man accustomed to persuade the most 
ignorant of his patients to bear a large part in the 
control of their disease. 


The Principles and Practice of Perimetry. By Luther C. 
Peter, A.M., M.D., Sc.D., F.A.C.S., Professor of Oph- 
thalmology in the Graduate School of the University 
of Pennsylvania. Third Edition; thoroughly revised. 
315 pages with 194 engravings and five colored plates. 
Philadelphia: Lea & Febiger, 1931. Cloth, $4.50. 

For the last thirty years there has been an increased 
interest in the function of the optic nerve as indicated 
by the fields of vision. No other nerve in the body 
lends itself so readily to careful physiologic investiga- 
tion. 

The third edition by Dr. Peter is easily the most 
complete work in English. The author has an unusual 
gift of expression and the book is interesting even to 
those not technically trained in the use of the perim- 
eter. 

The bibliography of sixteen pages is a distinct ad- 
vantage. 

If every ophthalmologist would practice the principles 
advocated in this little volume he would aid immensely 
the efforts of internists and neurologists to achieve ex- 
act diagnosis at a time when diagnosis would be helpful. 
Here one finds everything to endorse and nothing to 
criticize. 


Cancer and. Race. A Study of the Incidence of Cancer 
Among Jews. Conducted Under the Auspices of the 
Jewish Health Organization of Great Britain. By 
Maurice Sorsby, M.D., F.R.C.S.E., Hon. Assistant 
Surgeon, Ear, Nose and Throat Department, London 
Jewish Hospital. With a preface by Lieut.-Col. F. 
E. Fremantle, M.A., M.D., M.Ch., F.R.C.P., F.R.CS., 
D.P.H., M.P., Consulting County Medical Officer of 
Health for Herts. 120 pages with tables and charts. 
New York: William Wood & Co., 1931. Cloth, $3.00. 
The author of this book has analyzed the cancer 

death rates of London, Amsterdam, Vienna, Warsaw, 

Budapest, Lodz, and Leningrad to determine whether 

the racial factor influences the incidence of cancer as 

a whole and of cancer of certain organs among Jews 

as compared to non-Jews. The analysis of this tre- 
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mendous accumulation of statistics is barren in results. 
The incidence of cancer among Jews is about the same 
as among non-Jews of the same community, and in 
both sects is about the same in the two sexes. Carci- 
noma of the breast and the gastrointestinal tract has 
about the same incidence in the two groups. Cancer 
of the cervix and uterus is definitely rarer among Jew- 
ish women than among non-Jewish. The author feels 
that this difference is due less to any racial immunity 
than to the better sex hygiene practised by the Jews 
in accordance with the Mosaic laws. An interesting 
summary of these laws is appended. 


Carcinoma of the tongue is less frequently encoun- 
tered among Jews than non-Jews. The author at- 
tributes this to no racial difference, but to the smaller 
incidence of syphilis among Jews. While in the segre- 
gated sections of the large cities of Europe, the Jews 
may be relatively free of syphilis, in the United States, 
where their customs more nearly approach those of 
their Christian neighbors, syphilis is not so rarely en- 
countered. It is interesting that among 2,252 cancer 
deaths of Jewish males analyzed in the author’s sta- 
tistics, there was not a single case of carcinoma of 
the penis. The Mohammedans also are rarely affected 
by cancer in this location, and while the Jews and 
Mohammedans are entirely different races, they both 
practice ritual circumcision. The author believes that 
the lack of cleanliness due to phimosis may play a part 
in the production of penile cancer. In view of the 
fact that circumcision is generally practised in the 
United States and is not limited to the Jews, it seems 
doubtful that American statistics would show much 
difference in the incidence of this type of cancer among 
Jews and non-Jews. 

The author concludes that race has little effect on 
the general incidence of cancer and that the discrepan- 
cies in cancer incidence per organ can be explained by 
difference in the mode of living rather than by any 
inherent racial characteristic. 


Handbook of Skin Diseases. By Frederick Gardiner, 
M.D., BSc. (Public Health), F.R.CS.E., F.RSE., 
Lecturer on Skin Diseases, University of Edinburgh; 
Physician for Diseases of the Skin, Royal Infirmary, 
Edinburgh. Third Edition. 283 pages with illustra- 
tions and colored plates. New York: William Wood 
& Co., 1931. Cloth, $3.50. 

This edition serves to bring this small handbook up 
to date. Several new plates have been added. Special 
emphasis is placed on the treatment. It is a handy 
book for the student and non-specialist. 


Southern Medical News 


ALABAMA 
Dr. James R. Garber, Birmingham, immediate Past President 
of the Jefferson County Medical Society, has been named General 
Chairman for the Southern Medical Association meeting to be 
held in Birmingham, November 16-18. 
The Southeastern Surgical Congress will hold its third meeting 
in Birmingham March 7-8. This is an association of 217 mem- 
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bers, which was organized in Augusta, Georgia, in 1930, to repre- 
sent surgeons of seven Southeastern states. The second meeting 
was held in Atlanta last year. Among distinguished guests who 
will speak at the meeting this year are Dr. Wm. Wayne Babcock, 
of Philadelphia; Dr. George W. Crile, of Cleveland; Dr. John F. 
Erdmann, of New York; Dr. Chevalier Jackson, of Philadelphia; 
and Dr. Frank H. Lahey, of Boston. 

The Calhoun County Medical Society had as guest speakers at 
a recent meeting Dr. J. R. Garber, Birmingham, and Dr. J. N. 
Baker, Montgomery. 

Dr. T. L. Rennie, formerly of Dothan, has moved to Pell City 
to practice. 

Dr. W. M. Cunningham, formerly of Corona, has moved to 
Jasper and is located in offices at the Walker County Hos- 
pital. 

The Houston County Medical Society, at their regular meeting 
recently, were entertained by the Houston County Health Unit at 
a banquet. Dr. Douglas L. Cannon, Montgomery, was the 
guest speaker. 

The Madison County Medical Society met recently and had as 
their guest speaker Dr. J. C. Pennington, Nashville, Tennessee. 
The Cullman County Health Department recently showed mo- 
tion pictures on diphtheria and malaria before a meeting of the 
Cullman County Medical Society. 

The Conecuh County and Monroe County Medical Societies 
were entertained at a joint meeting by Dr. W. R. Carter, Rep- 
ton. 

Dr. Gottlob Hartung, Cullman, President Emeritus ef the Cull- 
man County Medical Society, recently celebrated his eighty-eighth 
birthday. 

The Baldwin County Medical Society met recently at the New 
Foley Hotel and elected the following officers for 1932: Dr. R. 
A. Hail, Robertsdale, President: Dr. P. B. Skinner, Fairhope, 
Vice-President; and Dr. J. Chason, Bay Minette, Secretary- 
Treasurer. 

Dr. J. W. Davidson has located at Robertsdale to practice, 
coming from Bibb County. 

The County Board of Health of Baldwin County has adopted 
the State Board of Health Regulations governing the production, 
handling and sale of milk and certain milk products. 


DeEaTHS 

Dr. A. L. Harlan, Alexander City, aged 70, died early in Jan- 
uary. 

Dr. Sidney Stuart Pugh, Mobile, aged 68, died October 12 of 
cerebral hemorrhage. 

Dr. Henry Howard Mason, Butler, aged 58, died October 29 
of cerebral hemorrhage. 

Dr. Charles Jefferson Stewart, Heiberger, aged 66, died October 
4 of heart disease. 

Dr. James Pickett Colvin, Lincoln, aged 67, 
1 of uremia. 


died November 


ARKANSAS 

Dr. M. J. Kilbury, Little Rock, has been elected Chief of Staff 
of St. Vincent’s Infirmary, succeeding Dr. Robert Caldwell. Dr. 
R. J. Calcote, Little Rock, succeeds Dr. R. M. Blakely as Secre- 
tary-Treasurer. Department heads of the Infirmary have been 
reappointed as follows: dermatology, Dr. W. R. Bathurst; diag- 
nosis, Dr. N. F. Weny; eye, ear, nose and throat, Dr. Paul 
Mahoney; gynecology, Dr. M. E. McCaskill; medicine, Dr. J. 
R. Dibrell; metabolism, Dr. S. C. Fulmer; neurology, Dr. Pat 
Murphey; obstetrics, Dr. S. B. Hinkle; orthopedics, Dr. F. W. 
Carruthers; pediatrics, Dr. H. W. Browning; proctology, Dr. H. 
R, Allen; roentgenology, Dr. D. A. Rhinehart; surgery, Dr. 
Dewell Gann, Jr.; urology, Dr. H. Fay H. Jones; and dentistry, 
Dr. E. Mahoney. 

The Conway County Medical Society, at its regular monthly 
meeting in November, elected the following officers for the coming 
year: Dr. W. H. Bruce, Morrilton, President; Dr. H. E. Mobley, 
Morrilton, Vice-President; and Dr. A. L. Goatcher, Plummerville, 
Secretary-Treasurer. 

Dr. D. A. Rhinehart, Little Rock, President of the Arkansas 
Medical Society, has appointed the following Advisory Committee 
to the Auxiliary of the Society: Dr. D. W. Goldstein, Fort 
Smith, Chairman; Dr. Pat Murphey, Little Rock; Dr. Frank B. 


SOUTHERN MEDICAL JOURNAL 


February 1932 


Kirby, Harrison; Dr. H. A. Stroud, Jonesboro; and Dr. H. E. 
Murry, Texarkana. 

Drew County Medical Society has elected the following officers 
for the ensuing year: Dr. M. Y. Pope, Monticello, President; Dr, 
S. M. Gates, Monticello, Vice-President; and Dr. A. S. J. Collins, 
Monticello, Secretary-Treasurer. 

The Garland County-Hot Springs Medical Society elected the 
following officers for the ensuing year: Dr. J. S. Stell, Presi- 
dent; Dr. W. K. Smith, Vice-President; and Dr. G. A. Hebert, 
Secretary-Treasurer; all of Hot Springs National Park. 

Mississippi County Medical Society held its regular monthly 
meeting in Blytheville in December and elected the following of- 
ficers for the ensuing year: Dr. W. J. Sheddan, Osceola, Presi- 
dent; Dr. I. R. Johnson, Blytheville, Vice-President; Dr. F, D. 
Smith, Blytheville, Secretary-Treasurer. 

The new Townsend Sanitarium, with nurses’ home adjoining, at 
Arkadelphia, was recently completed and opened for use. 


DeaTtHS 

Dr. Edward Melton Pemberton, 
November 20. 

Dr. Charles M. Routh, Harrison, aged 59, died November 27, 

Dr. Frederick Roberts, Lake City, aged 62, died October 17. 

Dr. George Cryer Parker, Fort Smith, aged 72, died Septem- 
ber 19. 

Dr. John C. Howell, Nettleton, aged 64, died November 23 
of cerebral hemorrhage. 

Dr. W. D. Foster, Gravette, aged 78, died October 29 of influ- 
enza and bronchopneumonia. 


Little Rock, aged 50, died 


DISTRICT OF COLUMBIA 

Dr. William C. Fowler, Washington, Health Officer, has 
been made General Chairman of the local committee on arrange- 
ments for the American Public Health Association meeting to be 
held in Washington in 1932. 

Dr. Percival S. Rossiter, Captain, Medical Corps, U. S. Navy, 
has been put in command of the U. S. Naval Hospital at Wash- 
ington. 

DEATHS 

Dr. Robert Coltman, Jr., Washington, aged 69, died Novem- 
ber 3. 

Dr. Edward C. Barstow, Washington, aged 62, died November 
10 of heart disease. 


FLORIDA 

The Duval County Medical Society held its annual meeting in 
December and elected the following officers: Dr. Robert McIver, 
President: Dr. Kenneth Morris, Vice-President; Dr. F. L. Fort, 
Secretary; and Dr. E. C. Swift, Treasurer; all of Jacksonville. 

A new organization, the Florida Radiological Society, was 
formed at a meeting in November at St. Petersburg, and the 
following officers were elected: Dr. L. W. Cunningham, Jackson- 
ville, President; Dr. O. O. Feaster, St. Petersburg, Vice-President; 
and Dr. Frederick K. Herpel, West Palm Beach, Secretary- 
Treasurer. 

The Escambia County Medical Society, at a recent meeting, 
had as their guests members of the Walton-Okaloosa Counties 
Medical Society. 

St. Petersburg has a new hospital just recently opened, the St. 
Anthony’s Catholic Hospital, which is owned and operated by the 
Sisters of the Third Order of Saint Francis. , 

Jacksonville is making preparations for the sectional meeting 
of the American College of Surgeons to be held there February 
1 and 2. ‘ 

Dr. Edward Jelks, Jacksonville, has been made President of 
the Jacksonville Historical Society. ; 

Dr. J. R. McEachern, Tampa, is the newly appointed City 
Health Officer of Tampa, succeeding Dr. Charles W. Bartlett, Jr. 

Dr. J. F. Cranford, St. Petersburg, has moved into new offices 
in the Sumner Building. 

Dr. William E. Westcott, formerly of Orlando, has moved to 
Candler, North Carolina. 


Continued on page 32 
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Investigation shows that 


there is no substitute 


for Cod Liver Oil 


Following an extensive series of animal experiments to determine the 
relative therapeutic values of cod liver oil and irradiated ergosterol, Prather, 
Nelson and Bliss (Am. Jr. Dis. Child., July, 1931) rezched the conclusion that: 


“Viosterol does not demonstrate the power to stimulate growth and develop- 
ment of the body and vital organs, nor to prevent infections of the upper 
respiratory tract, nor to produce the same degree of calcification and growth of 
the bones as does cod liver oil.”’ 


“Since ‘colds’, malnutrition and intestinal inadequacies are more frequent 
in children than are rickets, this study emphatically suggests that the apparently 
widespread substitution of viosterol for cod liver oil, in the diet of the child, 
is not logical and may result in an appreciable decrease of the child’s strength 


and resistance to infections.” 


Cod liver oil made “The Patch Way” is not only of maximum vitamin 
potency (note guaranty) but it offers a pleasant, palatable way of taking “the 


clinical heritage’’-—cod liver oil. 


Let us send you a supply of Patch’s Flavored Cod Liver Oil for a test. 


THE E. L. PATCH COMPANY 


BOSTON, MASS. 


Guaranty of Potency 
=e 1000 A 
per gram of 01 
125 D Units 
per gram of oil 
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§ Stoneham 80, Dept. SM. 2, 
Boston, Mass. 
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Continued from page 210 


The Florida Midland Medical Society held its annual all-day 
meeting recently with an attendance of over fifty physicians. 

Dr. Clifford G. Blitch, Jacksonville, has been appointed an 
Associate in the Department of Tuberculosis at the Duval County 
Hospital. 

Dr. H. L. Merryday, Daytona Beach, has been retained as 
Chief of Staff of the Halifax District Hospital for the ensuing 
year, and Dr. Joseph H. Rutter, Daytona Beach, was reelected 
Secretary. 

Dr. Florentine Peter Herman and Miss Lucille S. Williams, both 
of West Palm Beach, were married September 25. 

Dr. Donald S. Fraser, Panama City, and Miss Margaret Van 
Cleve were married October 8. 

Dr. James F. Curry, Dunnellon, and Miss Neva Williams were 
married in August. 

DEaTHS 

Dr. George W. Wood, Rockledge, aged 68, died November 9. 

Dr. William Flemming Shellhorse, Jacksonville, aged 55, died 
October 30 of diabetes mellitus, carbuncle and lobar pneumonia. 


GEORGIA 

Burke County Medical Society has elected the following officers 
for 1932: Dr. W. W. Hillis, Sardis, President; Dr. J. M. Byne, 
Sr., Waynesboro, Vice-President; and Dr. J. M. Byne, Jr., 
Waynesboro, Secretary-Treasurer. 

Habersham County Medical Society announces the following 
officers for 1932: Dr. M. F. Haygood, Alto, President; Dr. O. N. 
Harden, Cornelia, Vice-President; and Dr. W. H. Garrison, 
Clarkesville, Secretary-Treasurer. 

Macon Medical Society (Bibb County) announces the following 
officers for 1932: Dr. James A. Fountain, Macon, President; 
Dr. W. A. Newman, Macon, Vice-President; and Dr. W. W. 
Chrisman, Macon, Secretary-Treasurer. 

Muscogee County Medical Society has elected the following 
officers for the ensuing year: Dr. Frank P. Norman, Columbus, 
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President; Dr. John Bush, Columbus, Vice-President; and pr 
Willis P. Jordan, Columbus, Secretary-Treasurer. F 

Randolph County Medical Society has elected the following 
officers for the ensuing year: Dr. T. F. Harper, Coleman, Presj. 
dent; Dr. W. W. Crook, Cuthbert, Vice-President; and Dr, ¢ 
Y. Moore, Cuthbert, Secretary-Treasurer. 

Tift County Medical Society has elected the following Officers 
for the ensuing year: Dr. William H. Hendricks, Tifton, Proj. 
dent; Dr. David B. Harrell, Tifton, Vice-President; and Dr 
Carlton A. Fleming, Tifton, Secretary-Treasurer. : 

Ware County Medical Society has elected the following offi. 
cers for the ensuing year: Dr. G. E. Atwood, Waycross, Presi. 
dent; Dr. C. A. Witmer, Waycross, Vice-President; and Dr, K. 
McCullough, Waycross, Secretary-Treasurer. 

The Sixth District Medical Society, at a recent meeting at 
Griffin, elected the following officers: Dr. A. H. Frye, Griffin, 
President; Dr. James B. Kay, Byron, Vice-President; and Dr, 
H. C. Atkinson, Macon, Secretary-Treasurer. 

The Eleventh District Medical Society met at Homerville re. 
cently and elected the following officers: Dr. T. H. Clarke, Doug. 
las, President; Dr. S. C. Jones, Vice-President; and Dr. W, F, 
Reavis, Waycross, Secretary-Treasurer. 

Dr. B. F. Akin has moved from Jenkinsburg to Jackson. 

Dr. Michael Hoke, Atlanta, has been appointed Chief Ortho- 
pedist at the Georgia Warm Springs Foundation, Inc., Warm 
Springs. 

Dr. William H. Trimble, Atlanta, announces the opening of his 
offices in the Doctors Building. 

Dr. E. Y. Walker, Atlanta, has opened offices in the Doctors 
Building, and limits his practice to obstetrics and gynecology. 

Dr. E. L. Bishop, Atlanta, has been made a member of the 
Committee on Bone Sarcoma of the American College of Sur- 
geons. 

The Millen Hospital, Millen, has been notified by the Ameri- 
can College of Surgeons that it has been placed on the accredited 
list of hospitals. 

Dr. William Nevin Adkins, Atlanta, announces that he has 
resumed his practice. 

Dr. Luther H. Kelley, Atlanta, and Miss Louise Curtis were 
married November 13. 

DEATHS 

Dr. Charles Edward Dowman, Atlanta, aged 49, died Novem- 
ber 14. 

Dr. William W. Smith, Clyo, aged 68, died November 29 from 
an automobile accident. 

Dr. Robert E. Stone, Atlanta, aged 63, died October 17 of 
cardiovascular renal disease. 

Dr. William B. Vaughan, White, aged 76, died in November of 
pneumonia. 

Dr. John M. Courson, Devereux, aged 78, died December 2 
of cerebral hemorrhage. 

Dr. Thomas Nathaniel Jackson, Jr., Athens, aged 34, died No- 
vember 8 of myocarditis and pulmonary tuberculosis. 

Dr. Maurice Mitchell Hallum, Carrollton, aged 63, died October 
19 of cerebral hemorrhage. 


KENTUCKY 

The Jefferson County Medical Society, Louisville, met in De- 
cember for a fraternal dinner, and had as their guest speaker Dr. 
A. Graeme Mitchell, Professor of Pediatrics, University of Cincin- 
nati. 

DeEaTHS 

Dr. Samuel P. Sesmer, Louisville, aged 62, died November 9. 

Dr. Charles W. Felix, Mertwick, died November 18 in a hos- 
pital at Louisville. 

Dr. William T. Murphy, Hustonville, aged 65, died November 
28 of coronary thrombosis. 

Dr. John Willias Swetnam, Soldier, aged 80, died October 5 of 
chronic interstitial nephritis. 

Dr. John Emison Pack, Georgetown, aged 82, died October 30 
of cerebral hemorrhage. 

Dr. Robert James Gillespie, Salyersville, aged 43, died Novem 
ber 2 of pneumonia. 


Continued on page 34 
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ymptoms 
—indicated renal 
calculus 


Radiographs 
—gave exact 
localization 


IN those cases of genito-urinary disorders where 
clinical examination elicits symptoms of calcium 
deposits, radiography offers the means of making 
the diagnosis indisputable. 

Radiographs made after suitable urological 
preparation ordinarily indicate the presence or 
absence of ureteral obstruction. Subsequent ret- 
rograde pyelographs many times definitely local- 
ize the deposits or indicate the presence of renal 
pathology without recourse to intravenous pyel- 
ography. The surgeon is provided with an exact 
guide when pyelolithotomy or other operative 


measures are deemed advisable. 


* 


The quality of the pyelographs is materially 
influenced by the characteristics of the film used. 
Extreme sensitivity is essential for the short ex- 
posures that reduce chance of movement. Con- 
trast is desirable to show sharply the limits out- 
lined by the opaque medium. 

Eastman Ultra-Speed and Diaphax X-ray Films 
provide these qualities . . . they are made to meet 
the demands of modern radiographic technic. 
With them, your radiologist can produce radio- 
graphic detail that presents dependable diagnostic 
information. 


SOUTHERN MEDICAL JOURNAL 


Left—Radiograph made after cystoscopy and 
insertion of ureteral catheters revealed the 
presence of a renal calculus, apparently in the 
lower pole of the kidney. i 
Right—Retrograde pyelography definitely lo- 
calized the calculus. 


Mail the coupon below for the free bi-monthly magazine, 
**Radiography and Clinical Photography.’ 


EASTMAN KODAK COMPANY, Medical Division, 
347 State Street, Rochester, N. Y. 


Gentlemen: I would like to receive the free bi-monthly 
magazine, ‘‘Radiography and Clinical Photography,"’ 
regularly. 


932 
Fae & | 


34 


Continued from page 32 
Dr. Anthony J. Berresheim, Louisville, aged 50, died November 
19 of encephalitis. 
Dr. Robert Wesley Frey, Trenton, aged 70, died October 10. 


Dr. Charles A. Isbell, Paducah, aged 66, died June 9 of cere- 
bral hemorrhage. 


LOUISIANA 

Arcadia Parish Medical Society held its annual meeting at the 
home of Dr. J. P. Mauboules, Rayne, and elected the following 
officers for 1932: Dr. S. R. Henry, Crowley, President; Dr. E. 
C. Faulk, Rayne, Vice-President; and Dr. J. W. Faulk, Crowley, 
Secretary-Treasurer. 

Avoyelles Parish Medical Society met at Marksville in Decem- 
ber and elected the following officers for the ensuing year: Dr. 
Walter F. Couvillon, President; Dr. H. C. Jones, Bunkie, re- 
elected Vice-President; and Dr. S. J. Couvillon, Moreauville, re- 
elected Secretary-Treasurer. - 

Beauregard Parish Medical Society has elected the following 
officers for 1932: Dr. T. A. Guillory, Merryville, President; Dr. 
John D. Frazar, DeRidder, Vice-President; and Dr. R. L. Love, 
DeRidder, Secretary-Treasurer. 

Claiborne Parish Medical Society held its annual meeting in 
Homer in December and elected the following officers for 1932: 
Dr. C. A. Wolff, Haynesville, President; Dr. E. B. Middleton, 
Homer, Vice-President; and Dr. H. R. Marlatt, Homer, Secretary- 
Treasurer. 


DeSoto Parish Medical Society has elected the following offi- 
cers for 1932: Dr. W. B. Hewitt, Mansfield, President; Dr. R 
A. Tharp, Mansfield, Vice-President; and Dr. D. C. McCuller, 
Mansfield, Secretary-Treasurer. 

Franklin Parish Medical Society has elected the following offi- 
cers for 1932: Dr. A. J. Reynolds, Winnsboro, President; Dr. R. 
L. .Segrest, Wisner, Vice-President; and Dr. R. E. King, Winns- 
boro, Secretary-Treasurer. 

Iberia Parish Medical Society has elected the following officers 


Pathologic Tissue 
Diagnosis 


We are prepared to make rou- 
tine microscopic examinations 
of tissues for smaller hospitals 
and clinics which do not employ 
a full time pathologist. 

We will supply microphotographic 


prints of all sections for a small extra 
fee. 


Write for fees and directions. 


GRADWOHL 
LABORATORIES 


3514 Lucas Avenue, 
St. Louis, Mo. 
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for 1932: Dr. Guy A. Shaw, New Iberia, President; and Dr. P. 
A. Boykin, Jeanerette, Secretary-Treasurer. 

Ouachita Parish Medical Society has elected the following offi- 
cers for 1932: Dr. A. G. McHenry, Monroe, President: Dr. E, 
J. Young, Monroe, Vice-President; and Dr. J. W. Murphy, 
Monroe, Secretary-Treasurer. 

Pointe Coupee Parish Medical Society has elected the follow. 
ing officers for 1932: Dr. J. O. St. Dizier, Walls, President: Dr, 
J. F. Cazayoux, New Roads, Vice-President; and Dr. J. F, 
Cazayoux, New Roads, Secretary-Treasurer. 

The Shreveport Medical Society met in December and elected 
the following officers for 1932: Dr. Broox C. Garrett, Shreve- 
port, President; Dr. L. T. Baker, Dixie, First Vice-President; Dr, 
J. P. Sanders, Caspiana, Second Vice-President; Dr. W. B. Hei- 
dorn, Shreveport, Secretary; and Dr. J. E. Knighton, Jr., Shreve- 
port, Treasurer. 

Terrebonne Parish Medical Society has elected the following 
officers for 1932: Dr. R. W. Collins, Houma, President; Dr, 
T. I. St. Martin, Houma, Vice-President; and Dr. S. F. Landry, 
Houma, Secretary-Treasurer. 

St. Tammany Parish Medical Society has elected the following 
officers for 1932: Dr. Lawrence Young, Mandeville, President; 
Dr. F. R. Singleton, Slidell, Vice-President; and Dr. J. F. Polk, 
Slidell, Secretary-Treasurer. 

Webster Parish Medical Society met in December at Minden 
for their last quarterly session and elected the following officers 
for 1932: Dr. S. M. Richardson, Minden, President; Dr. John 
Pugh, Cotton Valley, Vice-President; and Dr. Wilkins McDade, 
Minden, Secretary-Treasurer. 

The East and West Feliciana Bi-Parish Medical Society at a 
recent meeting at Clinton e'ected the following officers for the 
ensuing year: Dr. S. L. Shaw, Clinton, President; Dr. C. C. 
Blakeney, St. Francisville, Vice-President; and Dr. E. M. Toler, 
Clinton, Secretary-Treasurer. 


DraTHS 


Dr. Joseph Clark Stephenson, New Orleans, aged 45, died No- 
vember 10 of spinal meningitis. 

Dr. William Vannah Taylor, Olla, aged 81, died October 31 
of sublingual carcinoma. 


MARYLAND 


The Curtis Bay Hotel has been remodeled and equipped for 
a hospital. The new hospital will be known as the Brooklyn 
and Curtis Bay Emergency Hospital, with Dr. Arthur G. Bar- 
rett, Baltimore, as President. 

Dr. James C. Owings, Baltimore, and Miss Constance Mazcgill 
were married November 14. 


MISSISSIPPI 

The Jackson County Medical Society met in December at the 
Jackson County Hospital and elected the following officers for 
the ensuing year: Dr. O. L. Bailey, Ocean Springs, President; 
Dr. R. G. Lander, Pascogoula, Vice-President; and Dr. J. N. 
Rape, Moss Point, Secretary. 

The Fifth District Medical Society of Louisiana and the Issa- 
quena-Sharkey-Warren Counties Medical Society held a joint 
meeting in Vicksburg in December. Issaquena-Sharkey-Warren 
Counties Medical Society elected the following officers for 1932: 
Dr. H. S. Goodman, Cary, President; Dr. J. B. Benton, Valley 
Park, Vice-President Issaquena County; Dr. W. C. Pool, Cary, 
Vice-President Sharkey County; Dr. W. G. Weston, Vicksburg, 
Vice-President Warren County; and Dr. Leon S. Lippincott, Vicks- 
burg, Secretary-Treasurer. 

Pike County Medical Society has elected the following officers 
for 1932: Dr. W. O. Biggs, Osyka, President; Dr. M. D. Rat- 
cliff, McComb, Vice-President; Dr. H. C. Hatcher, McComb, 
Secretary; and Dr. T. Paul Hanev, Jr., McComb, Editor. 

Dr. James I. Mayfield, Blue Water, was recently made local 
surgeon for the G. M. and N. Railroad. 

The Tri-County Medical Society, at a recent meeting, elected 
the following officers for 1932: Dr. A. B. Harvey, Tylertown, 
President; Dr. J. H. Beavers, Wesson, Dr. R. E. Higdon, Brook- 
haven, Dr. R. Reagan, Tylertown, Dr. J. W. Wilson, Monticello, 
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DANGER OF RESTRICTED DIETS 
OFTEN LOW IN VITAMINE-B (F&G) 
CAUSING SECONDARY EFFECTS 


In the Jour. A.M.A., Nov. 14, 1931, Dr. Russell M. Wilder, Chicago, says: 


“I should like to mention two cases of pellagra that developed in patients 
that were under a dietary treatment for epilepsy.” 


“In the two cases referred to—the addition of Brewers’ Yeast alone, without 
other alteration of the diet, promptly resulted in a cure. Since then I have made 
a practice of including yeast in all my epileptic diets and thus far have not again 
encountered this complication.” 


Likewise, the “restricted diets” of diabetes, obesity and the like, often reduce 
the content of vitamine-B (F&G) to a dangerously low level. 


Dr. H. C. Sherman (Jr. A.M.A.-Nov. 14, 1931) says: 


“so a liberal intake of vitamine-G contributes to a better than average nutri- 
tional condition and thus to what McCollum and Simmonds have aptly termed, 
‘the preservation of the characteristics of youth.’ ”’ 


BREWERS’ YEAST-HARRIS (Dry Powder) 


has been adopted by the U. S. Public Health Service for the successful treatment 
of pellagra of the south. It is indicated in the following conditions: 


Accessory to deficient diets 
Anemias 
Convalescence 
Immunity building 


Yeast Vitamine-Harris Tablets are made from a concentrate of this same yeast. 
They are smaller in volume, palatable, contain a known amount of vitamine-B, and 


are used by physicians where smaller dosage is required. 


Samples on request, by 
THE HARRIS LABORATORIES, INC.—TUCKAHOE, NEW YORK 
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ROTO DIAL 
HEALTH-O-METER 


IMPROVED MODEL No. 150 


Price, $8.95 


The clear crystal glass magnifies the figures on the 
revolving drum and they are quickly and easily read. 
Speedometer type dial, weighs accurately to 250 Ibs. At- 
tractive black cork mat with contrasting white border 
effect. Scale is compact, takes up less room than any 
bath room scale ever made. Strong, durable, accurate and 
inexpensive. Fully guaranteed; working mechanism heat 
treated and rustproofed. Dimensions, 7'/2”x1034”x7%4” 


Chatillon Dietary Scale 


No. F126% with Rotating Dial 
Price, $10.00 


To determine separately or collectively each dietary 
element— 

Place an empty plate on the platform. Rotate the dial 
by the knob to bring zero under the pointer. There- 
after the weighing is net. Repetition of this dial-moving 
process after each item of food is added to the plate 
eliminates deductions to get the weight of the food; the 
operation being automatic. Finish is white enamel. 
$00 gram capacity. 


McKesson-Doster-Northington, Inc. 
Birmingham, Alabama 


SURGICAL INSTRUMENT AND HOSPITAL 
SUPPLY DEPARTMENT 
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Vice-Presidents; and Dr. H. R. Fairfax, Brookhaven, Secretary- 
Treasurer. 

Dr. J. T. Butler, Brookhaven, one of the oldest living practi- 
tioners in the State, has been made a life honorary member of his 
county society. 

The Tri-County Medical Society, at a recent meeting, went on 
record as officially endorsing the Community Hospital idea, and 
pledged their support and influence in legislation for this Com- 
munity Hospital. 

Th Vicksburg Sanitarium, at a recent meeting, elected the {fol- 
lowing officers for 1932: Dr. G. M. Street, President; Dr. J. A. 
K. Birchett, Jr., Vice-President; and Dr. Leon S. Lippincott, 
Secretary; all of Vicksburg. 

Dr. D. T. Dempsey has moved from Toccopola to Potts Camp. 

Dr. Noah W. Fountain, Picayune, has become associated with 
the Martin Sanatorium, succeeding Dr. Guy R. Jones, who has 
resigned to move to Lockport, Louisiana. 

Dr. R. L. Donald, Louisville, has moved to Meridian to become 
an intern at the State Charity Hospital. 

Dr. F. M. Sandifer, Greenwood, has been elected President of 
the staff of the Greenwood Leflore Hospital. 


DEaTHS 
Dr. W. B. Martin, Indianola, aged 74, died November 23. 
Dr. J. T. Crawlep, Kosciusko, aged 77, died November 26 of 
bronchopneumonia and carcinoma of the colon. 
Dr. J. A. Dilworth, Aberdeen, aged 70, died November 12. 
Dr. A. C. Norman, Braxton, aged 54, died in November. 


MISSOURI 

Chariton County Medical Society has elected the following of- 
ficers for 1932: Dr. Florian Harms, Salisbury, President; Dr. 0. 
H. Damron, Keytesville, Vice-President; and Dr. G. W. Haw- 
kins, Salisbury, Secretary-Treasurer. 

The Gasconade-Maries-Osage Counties Medical Society has 
elected the following officers for the ensuing year: Dr. M. E. 
Spurgeon, Red Bird, President; and Dr. O. H. Jones, Vienna, 
Secretary-Treasurer. 

The Greene County Medical Society has elected the following 
officers for 1932: Dr. U. J. Busiek, Springfield, President; Dr. 
J. H. Fulbright, Springfield, Vice-President; Dr. J. Newton 
Wakeman, Springfield, reelected Secretary; and Dr. W. E. Hand- 
ley, Springfield, Treasurer. 

Jasper County Medical Society met in December and elected 
the following officers for 1932: Dr. Jesse B. Douglass, Webb 
City, President; Dr. E. D. James, Joplin, Vice-President; Dr. 0. 
T. Blanke, Joplin, reelected Secretary; and Dr. H. D. McGaughey, 
Joplin, Treasurer. 

St. Louis County Medical Society has elected the following 
officers for 1932: Dr. John H. Sutter, University City, Presi- 
dent; Dr. E. O. Breckenridge, Maplewood, Vice-President; and 
Dr. F. J. Peterson, Richmond Heights, Secretary-Treasurer. 

Wright-Douglas Counties Medical Society has elected the follow- 
ing officers to serve in 1932: Dr. J. D. Ferguson, Ava, Presi- 
dent; Dr. M. C. Gentry, Ava, Vice-President; and Dr. A. C. 
Ames, Mountain Grove, Secretary-Treasurer. 

Dr. Harvey J. Howard, St. Louis, has been made Director of 
the Department for the Prevention of Blindness of the Missouri 
Commission for the Blind. 

St. Mary’s Hospital, St. Louis, has been provided with a 
pediatric division having beds for forty children and eight in- 
fants. 

Dr. Dwight L. Jennings and Miss Isabelle Boedeker, both of 
St. Louis, were married November 16. 


DEATHS 
Dr. John F. Shoemaker, St. Louis, aged 63, died November 2! 
of cerebral hemorrhage. 
Dr. Spier Richmond, Branson, aged 64, died November 15. 
Dr. Charles C. Cummings, Joplin, aged 65, died November 28 
of a heart attack. 
Dr. William Henry Miller, Macon, aged 71, died October 30. 


Continued on page 38 
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This 


FTER testing for Vitamin Potency, this concen- 
trate is incorporated in the pleasant-tasting 
yellow tablets* of biologically standardized potency. 


When you prescribe White’s Cod Liver Oil 


8/10 gr. of 


Cod Liver Oil Concentrate 


contains the rich Vitamin A and D value 
of these 100 cc. of high-test cod liver oil 


Concentrate, you spare your patient 25 unpleasant 


teaspoonfuls for the equivalent of each 100 cc. 


And if the patient is rather young or ‘‘fussy’’ 


about taste, that may mean a difference between 
leaving your prescription on the shelf or coming 
back for more when the bottle is empty. 


Attend the Dallas South- 
ern Clinical Society meet- 
ing, March 28-April 2. 


Samples on Request 


COD LIVER OIL CONCENTRATE 


HEALTH PRODUCTS CORPORATION, Newark, New Jersey 


* P. S.— Did you 
know there is a dif- 
ference in taste 
even among con- 
centrates? White’s 
in the cheerful yel- 
low tablets is pleas- 
antly fruity—not #00 
sweet—and there is 
no oily or fishy after 
taste. 


37 | 
3 
| V | 
| 1‘ a 
| 
| 
a 
| 
| 
i= | 
MERIC, 
| 
» 
— 


SOUTHERN MEDICAL JOURNAL 


SOME NEW MOSBY 
PUBLICATIONS 


The Diagnosis of Nervous Diseases 

By Sir James Purves-Stewart, K.C.M.G., C.B., 
Knight of Justice, Order of St. John of 
Jerusalem, M.D.Edin., F.R.C.P. New seventh 
edition. 730 pages, 312 illustrations, many 
in colors. Price, cloth, $10.50. A revised 
edition of the well-known work by Purves- 
Stewart. 


Practical Morbid Histology 

By Robert Donaldson, M.A., M.D., Ch.B. 
Edin, F.R.C.S.E., D.P.H., Prof. of Pathology, 
University of London. 487 pages. 214 il- 
lustrations. Price, cloth, $12.00. A prac- 
tical work for the postmortem room and 
laboratory, with Foreword by Sir Humphrey 
Rolleston, Bart. 


Specific Changes in the Blood Serum 
By S. G. T. Bendien, Serological Laboratory, 
Zeist, Holland. Translated by A. Piney, 
M.D., Director of the Pathological Depart- 
ment, the Cancer Hospital, London. About 
100 pages, with 64 illustrations and 5 spectra 
and 8 plates. This new work is a valuable 
contribution to the serological diagnosis of 
cancer and tuberculosis. Ready February, 
1932. 


Descriptive Atlas of Radiographs 

By A. P. Bertwistle, M.B., CH.B., F.R.C.S. 
Ed., London. Second edition, revised and 
enlarged. 552 pages with 767 illustrations. 
Ready February, 1932. An aid to modern 
clinical methods. Invaluable to the general 
practitioner of medicine and specialist in 
radiography. A revised edition, of author’s 
two previous works: “Descriptive Atlas of 
Radiographs of Bones and Joints,” and ‘‘De- 
scriptive Atlas of Visceral Radiograms.” 


Diseases of the Thyroid Gland 

By Cecil A. Joll, M.S., B.Sc.Lond., F.R.C.S. 
Eng., London. 670 pages with 283 illustra- 
tions in the text and 24 plates. Ready in 
February, 1932. A new work on thyroid 
diseases presented in sufficient detail to be 
of value to senior students and practitioners 
of medicine. Of great value to consultants 
who may be without special opportunities 
for frequent observation of goitrous patients. 
Special reference is given to Thyrotoxicosis. 


Send for these books 


THE C. V. MOSBY CO. 


Medical Publishers 
3523 Pine Boulevard St. Louis, U. S. A. 


February 1932 
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Dr. Edward Christian Rohrbach, Flat River, aged 56, died 
November 3 of sarcoma of the liver. 

Dr. George Washington Koenig, St. Louis, aged 59, died No- 
vember 7. 

Dr. Peter Harry Harmann, St. Louis, aged 55, died November 
8 of carcinoma of the liver. 


NORTH CAROLINA 

Buncombe County Medical Society, at a recent meeting, elected 
the following officers for 1932: Dr. W. L. Grantham, President: 
Dr. R. A. White, Vice-President; and Dr. M. S. Broun, Secre- 
tary-Treasurer; all of Asheville. 

Cumberland County Medical Society has elected the following 
officers for the ensuing year: Dr. J. F. Highsmith, Jr., Fayette. 
ville, President; Dr. J. A. Shaw, Fayetteville, President-Elect: 
Major J. A. Johnson, Fort Bragg, Vice-President; and Dr. 0. L, 
McFayden, Fayetteville, reelected Secretary-Treasurer. 

Guilford County Medical Society has elected the following of- 
ficers for the ensuing year: Dr. Brockton R. Lyon, Greensboro, 
President; Dr. Charles R. Reaves, Greensboro, Vice-President: Dr, 
A. D. Ownbey, Greensboro, reelected Secretary; and Dr. Casper 
W. Jennings, Greensboro, reelected Treasurer. 

Nash-Edgecombe Medical Society has elected the following offi- 
cers for the coming year: Dr. L. W. Kornegay, Rocky Mount, 
President; Dr. S. N. Harrell, Tarboro, First Vice-President: Dr. 
J. A. Winstead, Rocky Mount, Second Vice-President; and Dr. 
N. P. Battle, Rocky Mount, Secretary-Treasurer. 

Wake County Medical Society has elected the following officers 
for 1932: Dr. R. B. Wilkins, Raleigh, President; Dr. Bessie Lane, 
Raleigh, Vice-President; and Dr. Verne Caviness, Raleigh, Secre- 
tary-Treasurer. 

The following Charlotte physicians have been elected to the 
staff of the Charlotte Sanatorium: Dr. D. Heath Nisbet, Chair- 
man; Dr. W. Z. Bradford, Vice-Chairman; and Dr. L. W. 
Hovis, reelected Secretary. 

Dr. William E. Westcott, formerly of Orlando, Florida, has 
located at Candler. 

Dr. James W. Davis, Statesville, has been elected President 
of the Iredell-Alexander Medical Society for 1932. 

Mercy Hospital, Charlotte, recently opened its new addition, 
the formal opening and dedication taking place on January 5. 

Dr. Martin F. Hatcher, Hamlet, and Miss Nora Langston were 
married recently. 

Dr. George Preston Nowlin, Charlotte, and Miss Mary Ann 
Jones were married October 10. 


DEATHS 

Dr. George Blythe Morris, Goldsboro, aged 47, died November 
15 of pulmonary tuberculosis. 

Dr. George S. Watkins, Oxford, aged 53, died November 18. 

Dr. Dallas Bancroft Zollicoffer, Weldon, aged 79, died Novem- 
ber 23. 

Dr. William F. Mitchell, Shelby, aged 63, died October 27 of 
cerebral hemorrhage. 


OKLAHOMA 

Adair County Medical Society met at Westville in December 
and elected the following officers for the coming year: Dr. R. M. 
Church, Stilwell, President; Dr. R. L. Sellars, Westville, Vice- 
President; and Dr. D. P. Chambers, Stilwell, Secretary-Treasurer. 

Canadian County Medical Society met at El Reno in December 
and elected the following officers for the coming year: Dr. D. F. 
Stough, Geary, President; Dr. A. L. Johnson, El Reno, Vice- 
President; and Dr. Freeman Stough, Geary, Secretary-Treasurer. 

Choctaw County Medical Society has elected the following of- 
ficers for the coming year: Dr. G. E. Harris, Hugo, President; 
and Dr. W. N. John, Hugo, Secretary-Treasurer. 

Garfield County Medical Society has elected the following of- 
ficers for the coming year: Dr. D. D. Roberts, President; Dr. C 
W. Tedrowe, Vice-President; and Dr. John R. Walker, Secre- 
tary-Treasurer; all of Enid. 
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Any baby 
taking its daily 
ration of DRYCO 
is automatically pro- 
tected against rickets! 


“If all the milk for infants could be satisfactorily irradiated, 
there would be few, or very mild cases of rickets.” Hess: 
Society Proceedings, Amer. Jr. Dis. Child. Vol. 41, No. 2, 
Feb. 1931. 


Give Your Baby Patients Protection from Rickets 
Through Their Food—IRRADIATED MILK 


PRESCRIBE 


DRYCO—The Antirachitic Milk 


Made from superior quality milk from which part of the butterfat 
has been removed, irradiated by the ultraviolet ray, under license 
by the Wisconsin Alumni Research Foundation (U. S. Patent No. 
1,680,818) and then dricd by the “Just” Roller Process. 


COUPON 


Send for samples and new booklet: 
“Irradiated Dryco”’ 

The Dry Milk Co., Inc., Dept. SM, 
205 East 42nd Street 

New York, N. Y. 


ALL DRYCO IN THE HANDS OF DRUGGISTS IS IRRADIATED 
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Marshall County Medical Society, at a recent meeting, elected 
the following officers for the coming year: Dr. P. F. Robinson, 
Madill, President; Dr. J. H. Logan, Lebanon, Vice-President; 
and Dr. J. H. Veazy, Madill, Secretary-Treasurer. 

Osage County Medical Society has elected the following officers 
for 1932: Dr. Roscoe Walker, Pawhuska, President; Dr. C. H. 
Guild, Shidler, Vice-President; and Dr. M. E. Rust, Pawhuska, 
Secretary-Treasurer. 

Ottawa County Medical Society has elected the following offi- 
cers for 1932: Dr. F. V. Meriwether, Miami, President; and 
Dr. J. W. Craig, Miami, Secretary-Treasurer. 

Stephens County Medical Society has elected the following of- 
ficers for 1932: Dr. J. L. Patterson, Duncan, President; Dr. 
J. B. Carmichael, Duncan, Vice-President; and Dr. D. Long, 
Duncan, Secretary-Treasurer. 

Wagoner County Medical Society has elected the following of- 
ficers for the coming year: Dr. J. R. Waltrip, Coweta, Presi- 
dent; Dr. J. R. Plunkett, Wagoner, Vice-President; and Dr. 
John D. Leonard, Wagoner, Secretary-Treasurer. 


Washington University 


SCHOOL OF MEDICINE 
Offers 
An intensive four weeks’ course in 


PEDIATRICS 


for graduates. Next course begins April 4th 


For full information, address 
DR. W. McKIM MARRIOTT 
Washington University School of Medicine 
St. Louis, Missouri 


Classified Advertisements 


X-RAY AND LABORATORY TECHNICIAN—Five 
years’ experience in x-ray, all kinds of laboratory 
tests, metabolism, and physiotherapy. Also, do book- 
keeping and typing. College graduate. Convincing 
references furnished as to my value to hospital or 
clinic. Address G. H., care Journal. 


ASSISTANCE OFFERED TO MEDICAL WRITERS. 
Research. Abstracts. Translations (all languages). 
Papers prepared from author’s data. Ten years’ ex- 
perience with leading physicians and appointments on 
medical journals of highest standing. I employ no 
assistants; all my work is done personally and is re- 
liable. Florence Annan Carpenter, 413 St. James Place, 
Chicago, Il. 


DRUG AND ALCOHOL PATIENTS are humanely 
and successfully treated in Glenwood Park Sanitarium, 
Greensboro, N. C.; reprints of articles mailed upon 
request. Address W. Ashworth, M.D., Owner, 
Greensboro, N. C 


TECHNICIANS are in demand. We are successfully 
training laboratory and x-ray workers. Send us your 
assistant and we will return you a competent techni- 
cian. If you are in immediate need of a well-trained 

write or phone. Full information upon re- 
Alabama Pathological Laboratory, llth Ave- 
nue and 25th Street, Birmingham, Ala. 
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The Woods-Alfalfa County Medical Societies met recently at 
Cherokee for a joint session and elected the following officers for 
1932: Woods County—Dr. A. E. Hale, Alva, President: Dr, D 
B. Ensor, Hopeton, Vice-President; and Dr. O. E. Templin, 
Alva, Secretary-Treasurer. Alfalfa County—Dr. A. J. Butts, By- 
ron, President; and Dr. L. T. Lancaster, Cherokee, Secretary- 
Treasurer. 

Dr. Roy Fisher, Frederick, has been appointed State Flight 
Surgeon for Oklahoma by the Highway Commission. 

Dr. C. A. Thompson, Muskogee, has opened offices in the 
Manhattan Building. 


DEATHS 
Dr. George Neves, Colony, aged 49, died July 16 in Thibo- 
daux, Louisiana. 


Dr. L. Guy Ramaley, Oklahoma City, aged 74, died October 
20 of carcinoma of the liver. 


SOUTH CAROLINA 

The Medical Society of South Carolina, Charleston, at a recent 
meeting, elected the following officers for 1932: Dr. D. L. 
Maguire, Charleston, President; Dr. O. B. Chamberlain, Charles- 
ton, Vice-President; Dr. W. A. Smith, Glendale, Secretary; Dr. 
J. H. Cannon, Charleston, Treasurer; and Dr. W. C. O'Driscoll, 
Charleston, Librarian. 

Dr. R. S. Cathcart, Charleston, was elected President of the 
Southern Surgical Association when it met recently at White 
Sulphur Springs, West Virginia. 

DEATHS 

Dr. R. T. Jennings, Columbia, aged 55, died November 20 as 
the result of an automobile accident. 

Dr. Thomas Duncan, Jr., Pageland, aged 47, died November 
18 of heart disease. 

Dr. William Martin Bradley, Mayesville, aged 57, died October 
28 of myocarditis following influenza and pleurisy. 

Dr. Davis Furman, Greenville, aged 72, died November 25 of 
cerebral hemorrhage. 


TENNESSEE 

Dr. I. R. Wagner has succeeded Dr. Eugene Davis as Medical 
Officer in Charge of the U. S. Veterans’ Hospital No. 88, Mem- 
phis. 

Dr. Jefferson Abner Hanna and Miss Perry Eline Ricks, both 
of Memphis, were married in New Orleans October 12. 

Dr. Rolland F. Regester, Rockwood, and Miss Dorris William- 
son were married October 16. 


DEATHS 

Dr. Samuel Addison Marable, Palmyra, aged 77, died Octo- 
ber 30. 

Dr. Robert Gideon Baxter, Caneyspring, aged 71, died re- 
cently of paralysis. 

Dr. M. M. Tubb, McMinnville, aged 75, died November 24. 

Dr. Carl Henry, Concord, aged 48, died November 11 of cere- 
bral hemorrhage. 

Dr. James Patton Taylor, Wartrace, aged 63, died November | 
in an automobile accident. 


TEXAS 

The South Texas District Medical Society met in Houston re- 
cently for its seventieth semi-annual session, with an attendance 
of four hundred. The following officers were elected for the 
ensuing year: Dr. H. A. Peterson, Houston, President; Dr. W. 
P. Coyle, Orange, Vice-President; and Dr. J. C. Alexander, 
Houston, reelected Secretary-Treasurer. 

The South Texas Post-Graduate Assembly was organized re- 
cently, to meet in Houston each fall. 

The Texas Homeopathic Medical Association, at a recent meet- 
ing in Dallas, elected the following officers: Dr. W. H. Schwartz, 
Houston, President; Dr. Jessie L. Givens, Bowie, First Vice 
President; Dr. C. C. Bowes, Greenville, Second Vice-President; 
and Dr. W. L. Smith, Denison, Secretary-Treasurer. 


Continued on page 42 
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Apparently Well and Growing 
—yet Calcium-poor’ 


FER 


HE clinical experience of al- 

most every child specialist in- 
cludes cases wherein the patient 
appeared to be in sound bodily 
health, and normally growing, 
and yet was receiving insufficient 
amounts of calcium—so greatly 
needed for bone-building. 

Klim Powdered Whole Milk 
provides an easy way to combat 
this condition. For Klim con- 
tains 0.96 percent. available cal- 
cium, or eight times as much of 
this essential mineral as is found 
in fluid milk, long recognized as 


the optimal source of this nutri- 
tional requisite. 


By adding Klim in powdered 
form to children’s recipes, you 
can help to assure an abundant 
supply of this important substance 
in its most assimilable condition. 


For the convenience of physi- 
cians, the Merrell-Soule Division 
of The Borden Company has pre- 
pared a useful pamphlet contain- 
ing children’s recipes reinforced 
with powdered whole milk. It 
will be sent on request. 


*“... it is plain that the calcium-poor condition of body in children 
may coexist throughout much or all of the period of growth with 


normal increases of height and wet 


At and with every appearance of 


good health as indicated by physical examination. 
Sherman and Booher. Journal of Biological Chemistry. 
September, 1931, page 103. 


Avoid calcium deficiency by using Klim. In addition to this mineral, it 
increases the vitamins, fat, carbohydrate, and protein of ordinary diets. 


MERRELL-SOULE DIVISION 
The Borden Company 
Dept. SM, 350 Madison Avenue, New York, N. Y. 


POWDERED WHOLE MILK 
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Thoroughbred 
OF 


PSYLLIUM 


SEEDS 
it is a variety that 


measures up to your ideas of cleanliness and wholesome- 
ness. 

Psyllium seed as it comes from the producers abroad 
is grievously contaminated with waste material that is 
not fit for human use. 


You can have the utmost confidence, however, in pre- 
scribing 


PSYLLA 


(Plantago Psyllium) 


This is not the ordinary commercial seed, but a highly 
refined product which has been subjected to a most 
efficient cleansing process, including screening, sifting 
and fanning. In this"way the dead, shriveled up seed 
is removed, as well as half a dozen kinds of waste ma- 
terial which should never enter the stomach. 


NOTE: Psylla is sterilized. There is an inner seal on 
each can which is a guaranty of its -wholesomeness. 


Insist on Genuine 
BATTLE CREEK 
MAIL 


PSYLLA 
COUPON 
FOR TEST SAMPLE 


THE BATTLE CREEK FOOD COMPANY 
Dept. SM]-2-32, Battle Creek, Michigan 


Send me, without obligation, literature and trial 
tin of Psylla. 


Name 
Address 
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Dr. Peter M. Keating, San Antonio, has moved into new of- 
fices on West Cypress Street. 

Dr. Berdine Moore, formerly of Fort Worth, has been made 
Superintendent of the Deaf Smith County Hospital, Hereford, 

Dr. John F. Lubben, Jr., Dallas, and Miss Marie Elizabeth 
Mahoney were married November 29. 


DEATHS 


Dr. Henry Abram Berry, Waller, aged 67, died September 7, 

Dr. Joe Becton, Sr., Greenville, aged 66, died October 14, 

Dr. Isaac Newton Devine, Groveton, aged 78, died October 20, 

Dr. M. L. Cox, Canton, aged 61, died October 29, 

Dr. T. A. Miller, Corsicana, aged 66, died October 12. 

Dr. C. L. Goodall, Waco, aged 45, died October 6 of angina 
pectoris. 

Dr. Hugh Hamilton Taylor, San Saba, aged 51, died October 11 
of heart disease. 

Dr. Frank M. Boyce, Houston, aged 80, died November 2 of 
gangrene of the foot. 

Dr. James P. Tucker, Galveston, aged 78, died October 25. 

Dr. William D. Wheless, San Antonio, aged 58, died Novem- 
ber 1. 

Dr. William Stanton Winter, Port Arthur, aged 70, died Sep- 
tember 2. 

Dr. Walter Ralph Stovall, Dallas, aged 78, died November 8 
of carbuncle and heart disease. 

Dr. Lewis Edward Pearce, Houston, aged 76, died October 10 
of bacteremia and septicemia. 

Dr. Lawrence Evans Chapman, Galveston, aged 44, died sud- 
denly October 21 of coronary occlusion. 


VIRGINIA 


The Post-Graduate Medical Society of Southern Virginia met 
at Wakefield recently for a scientific and social gathering. 

The Richmond Academy of Medicine, at a recent meeting, 
elected the following officers for 1932: Dr. R. Finley Gayle, 
President; Dr. I. A. Bigger and Dr. St. George T. Grinnan, Vice- 
Presidents; and Dr. Mark W. Peyser reelected Secretary-Treasurer 
for the thirty-ninth consecutive time. 

The Southside Virginia Medical Association, at a recent meeting 
in Petersburg, elected the following officers for 1932: Dr. W. 
W. Wilkinson, LaCross, President; Dr. D. C. Mayes, Church 
Road, Dr. O. R. Yates, Suffolk, Dr. E. B. Neal, Emporia, and 
Dr. Meade Edmunds, Petersburg, Vice-Presidents; and Dr. R. L. 
Raiford, Franklin, reelected Secretary-Treasurer. 

The Physicians’ Journal Club of the Eastern Shore of Virginia 
met at Drummondtown in December and elected the following 
officers for 1932: Dr. S. K. Ames, Cape Charles, President; Dr. 
O. R. Fletcher, Sanford, Vice-President; and Dr. Rooker White, 
Keller, Secretary. 

The Petersburg Medical Faculty met recently and elected the 
following officers for the coming year: Dr. Meade C. Edmunds, 
President; Dr. W. B. McIlwaine and Dr. Claiborne T. Jones, 
Vice-Presidents; and Dr. Wilbur M. Bowman, reelected Secretary- 
Treasurer; all of Petersburg. 

The Seaboard Medical Association of Virginia and North 
Carolina held its annual meeting in Suffolk in December, at 
which time the following officers were elected: Dr. Edmund S. 
Boice, Rocky Mount, North Carolina, President; Dr. O. R. 
Yates, Suffolk, Virginia, Dr. Paul F. Whitaker, Kinston, North 
Carolina, and Dr. J. E. Marable, Newport News, Virginia, Vice- 
Presidents; Dr. Clarence Porter Jones, Newport News, Virginia, 
reelected Secretary; and Dr. A. M. Burfoot, Fentress, Virginia, 
reelected Treasurer. 

The Private Duty Nurses’ Club, Richmond, has inaugurated 
an Hourly Nursing Service with special rates to be charged by 
its members who are subject to call for service in all branches 
of the work that can be adequately performed in the home. 

The Library of the Medical College of Virginia has been 
presented with approximately a hundred books of historical value, 
which were given by the trustees of the Valentine Museum and 
were part of the collection of the Valentine family. 


Continued on page 44 
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“We idealize the Chief of Men; 
Why not idealize the Doctor, then?” 


—James Whitcomb Riley. 


Why not indeed? Why not, also eulogize those medical men 
whose genius or ambition has forced them to achieve fame 
outside of their profession, earning for them the plaudits 
of posterity. 


DOCTOR and AUTHOR, POET, SOLDIER, INVENTOR, 
STATESMAN—such names as Schiller, Keats, Livingstone, 
Wood and Clemenceau—32 pages of inspirational reading 
contained in 


Achievement 


Dedicated to the Medical Profession by Spencer 
Kellogg & Sons, Inc., Buffalo, N. Y., world’s 
largest refiners of vegetable oils and producers of 


KELLOGG’S TASTELESS CASTOR OIL. 


WITH OUR COMPLIMENTS WALTER JANVIER, Inc. 
your request for ACHIEVEMENT to NEW YORK, N. Y. 


ACID-BASE 
DISTURBANCES 


Pathological states are frequently 
associated with disturbances in 
the Acid-Base equilibrium. 


Kalak is suggested for use in 
cases requiring reestablishment 
and maintenance of the alkali 
reserve. It is particularly well 
borne by the patient and serves 
not only to supply the essen- 
tial bases but water to provide for 
normal hydration of body tissues. 


KALAK WATER CO. OF NEW YORK, INC. 
6 Church Street, New York City 
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A TRADE MARK REG.US PAT OFF 
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In Incipient Pulmonary Tuberculosis, 
Chronic Bronchitis and allied affections 
of the respiratory tract, 


Ri GOMENOL 
CAPSULES 


Antispasmodic—Germicidal— 
Reconstructive 


The value of Gomenol Capsules in the 
treatment of diseases of the air passages 
is now definitely established! 


C. R. BARD, Inc. 


79 Madison Avenue New York 


Trademark 
Registered 


Trademark 
Registered 


STORM 


Binder and Abdominal Supporter 


Gives perfect up- 
lift and is worn 
with comfort. Made 
of Cotton, Linen or 
Silk, washable as 


underwear. 


Three distinct types 
of Storm Support- 
ers — many varia- 
tions of each type. 


This Photo Shows Type ‘‘N” 


STORM Supporters are made for all conditions need- 
ing abdominal uplift. Ptosis, Hernia, Pregnancy, 
Obesity, Relaxed Sacro-Iliac, Artriculations, Kidney Con- 
ditions, Post-Operative Support, etc. 


Each Belt Made to Order Ask for Literature 
KATHERINE L. STORM, M. D. 


Originator, Owner and Maker 
1701 Diamond St. Philadelphia 
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Dr. Robert H. Courtney, Richmond, has been elected Presj. 
dent of the local chapter of Duke University Alumni. 

Dr. R. A. Nichols, Jr., and Dr. Thomas Boyd Washi 
Richmond, and Dr. Wilmer Howard Paine, Charlottesville, have 
received appointments as first lieutenants in the Medical Corps 
Reserves. 

Dr. Beverley R. Tucker, Richmond, is the newly elected 
First Vice-President of the Association of Seaboard Air Line Rail 
way Surgeons. 

Dr. T. Brantley Henderson, formerly of Richmond, has located 
at Williamsburg and resumed his work in diseases of the eye, 
ear, nose and throat. . 

Stuart Circle Hospital, Richmond, has recently opened a new 
Nurses’ Home. 

Madeline V. Williams is the new Superintendent of the 
Retreat for the Sick Hospital, Richmond, succeeding Marie L, 
Baptist. 

Dr. Edwin Foster Gouldman, Colonial Beach, and Miss Mar- 
garet Reid were married October 13. 

Dr. Clabe Webster Lynn and Miss Grace Lunsford Friend, 
both of Petersburg, were married October 17. 

Dr. James Bannister Stone and Miss Janet Watkins, both of 
Richmond, were married November 3. 

Dr. Hermann Joseph Lukeman, Saltville, and Miss Nettie R. 
Gover were married November 28. 


DEATHS 


Dr. Reid White, Sr., Lexington, aged 64, died November 29. 

Dr. Clarence Chilton Pearce, Pennington Gap, aged 47, died 
December 1 of pneumonia. 
. Dr. Percy Kline Graybill, Fincastle, aged 51, died Decem- 
er 5. 

Dr. Walter A. Richeson, Amherst, aged 70, died November 23 
of pneumonia. 


WEST VIRGINIA 

The Barbour-Randolph-Tucker Medical Society, at a recent 
meeting at Elkins, elected the following officers for 1932: Dr. 
O. L. Perry, Elkins, President; Dr. F. S. Holsberry, Parsons, 
and Dr. E. M. Hamilton, Belington, Vice-Presidents; and Dr. 
W. M. Junkin, Elkins, Secretary-Treasurer. 

The Central West Virginia Medical Society has elected the 
following officers for the coming year: Dr. W. H. McCauley, 
Sutton, President; Dr. J. W. Smith, Gassaway, Vice-President; 
and Dr. R. A. McCosh, Richwood, reelected Secretary-Treasurer. 

The Fayette County Medical Society met recently and elected 
the following officers for 1932: Dr. C. W. Stallard, Montgom- 
ery, President; Dr. J. M. Spinks, Mount Hope, First Vice-Presi- 
dent; Dr. E. E. Jones, Mount Hope, Second Vice-President; and 
Dr. W. P. Bittinger, Summerlee, Secretary-Treasurer. 

The Kanawha County Medical Society has elected the following 
officers for 1932: Dr. W. P. Black, President; Dr. B. S. Pres 
ton, Vice-President; and Dr. M. F. Peterson, Secretary-Treasuret; 
all of Charleston. 

The Mercer County Medical Society held its annual banquet 
and election of officers at Bluefield recently, the following phy- 
sicians being elected for 1932: Dr. W. D. Fitzhugh, McComas, 
President; Dr. J. I. Markell, Princeton, Vice-President; Dr. 
R. R. Stuart, Bluefield, Secretary; and Dr. H. G. Steele, Blue- 
field, Treasurer. 

The Monongalia County Medical Society has elected the fol- 
lowing officers for 1932: Dr. B. C. John, President; Dr. C. C. 
Romine, Vice-President; Dr. G. R. Maxwell, reelected Secretary; 
and Dr. Eldon B. Tucker, reelected Treasurer; all of Morgat- 
town. 

Dr. Barrick Samuel Rankin, Kingwood, has succeeded Dr. 
D. D. Chapman, resigned, as Superintendent of Spencer State 
Hospital at Spencer. 

DEaTHS 

Dr. Archibald M. Burt, Mannington, aged 50, died Decem- 
ber 15. 

Dr. J. C. Irons, Elkins, aged 79, died November 30 after a 
lingering illness. 

Dr. Joseph Jackson Skelton, Huntington, aged 67, died Octo 
ber 18 in an automobile accident. 
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NITROUS OXID 
OXYGEN 
ETHYLENE 
CARBON DIOXID 
CARBON DIOXID AND 
OXYGEN MIXTURES 


TIME TELLS! 

In the last twenty years in America every so often 
some new form of anesthetic has been put on the mar- 
ket, sometimes with most startling claims. Most of 
them vanish as rapidly as they come, because they cannot 
stand the test of time. 

It was just about twenty years ago that NITROUS 
OXID AND OXYGEN first came into real use as a 
major anesthetic. Today, supplemented by ETHY- 
LENE and CARBON DIOXID gases, they are more 
largely consumed than ever before, and the consump- 
tion is constantly growing. E USE OF THESE 


PRODUCTS HAS STOOD THE TEST OF TIME, 


Back of the Puritan Maid Label on each and every | 


cylinder identifying the products of the Puritan Com- 
pressed Gas Corporation is the rep i of eigh 
years in the field. For safety reasons we differentiate 
our gases with distinctive colors over the entire cylinder, 
as rec ded by the lution of the International 
Anesthesia Research Society. 

Ever read the lines, “Compiled from we 
believe to be correct but which we do not guarantee” ?— 
We ABSOLUTELY guarantee our products! 

Write for your copy of our latest Booklet, “The 
Real Story of Oxygen for the Medical Profession’’. 
Also catalogues of Latest 


Puritan Compressed Gas Corp. 


Sales Offices in Most Principal Cities 
General Offices, Kansas City, Mo. 


gen Tents. 


The “MESCO” Laboratories 
manufacture the largest line of 
Ointments in the world. Sixty 
different kinds. We are origi- 
nators of the Professional Pack- 


Specify “MESCO” when 
Send 


age. 
prescribing ointments. 
for lists. 


MANHATTAN EYE 
SALVE COMPANY 


Louisville, Kentucky 


ORGANOTHERAPY 


can be effective only through the use of dependable endocrine products. The reputation and in- 
tegrity of the manufacturer is the physician’s only guarantee of reliability of those organothera- 
peutic products for which there is no chemical or biological assay. Every manufacturing process of all 
our products is supervised by our Analytical and Research Department. 


DESSICATED PITUITARY BODY, U.S.P. 
CORPUS LUTEUM 

CORPUS LUTEUM AMPULES 
PANCREATIN, U.S.P. 

SOLUTION OF POST-PITUITARY 


EPINEPHRIN 

EPINEPHRIN AMPULES 

SOLUTION OF EPINEPHRIN (1-1000) 
DRIED SUPRARENALS, U.S.P. 
DRIED THYROIDS, U.S.P. 


Insure potency and constancy of action by prescribing the products of 


Manufacturers 
of 


G. W. CARNRICK CO. 


2-24 Mt. Pleasant Avenue, Newark, New Jersey 


Organotherapeutic 
Products 
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MEAD'S 
IDEXTRI-MALTOS¢ | 


(TRADE MARK REG. In 


ONE POUND 


WITH SODIUM CHLORIDE 2% 
SPECIALLY PREPARED 
FOR USE 1N GENERAL INFANT DIETS 


MEAD JOHNSON & CO. 


EVANSVILLE, IND. U. S. A. 


Not a baby food, but part of a flexible system of infant feeding 
Mead's Dextri-Maltose owes its wide use and acceptance by physicians to its inherent merit as acarbohy- 
drate well tolerated by infants, and to the fact that it is a part of a flexible system of infant feeding 
in which the art and science of the physician, rather than the artifices of any manufacturer, predominate. 
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“If one wishes to fortify cod liver oil, it is far more 
reasonable and efficacious to increase its potency 
by adding a small amount of viosterol, which is a 
specific in the prevention and cure of rickets, as it 
brings about calcification not only of the bone but 
of the proliferating cartilage as well.” (Hess, 
Alfred F., Am. J. Dis. Child. 41:1081; May, 1931.) 


EAD’S 10 D Cod Liver Oil with Viosterol is the 

choice of many discriminating physicians because it 

represents the long pioneer experience of Mead Johnson & 
Company in the fields of both cod liver oil and viosterol. 


Mead’s 10 D Cod Liver Oil is the only brand that combines 
all of the following features: 


1. Council-accepted. 2. Made of Newfoundland oil (report- 
ed by Profs. Drummond and Hilditch to be higher in vita- 
mins A and D than Norwegian, Scottish and Icelandic oils). 
3. Supplied in brown bottles and light-proof cartons (these 
authorities have also demonstrated that vitamin A deterio- 
tates rapidly when stored in white bottles). 


In addition, Mead’s 10 D Cod Liver Oil is ethically mar- 
keted without public advertising or dosage directions or 
clinical information. With Mead’s,—yow control the prog- 
tess of the case. 


Mead’s 10 D Cod Liver Oil is therefore worthy of your per- 

sonal and unfailing specification. This product is supplied 

in 3-0x. and 16-0x. brown bottles and light-proof cartons. 
The patient appreciates the economy of the large size. 


Mead Johnson & Company veneer Evansville, Indiana, U.S.A. 
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Announcing 


PARKE-DAVIS 


HALIVER OIL * 


« «WITH: 


VIOSTEROL 


Sixty Times the Vitamin A Potency 
of Cod-Liver Oil 


This new product is the result of a recent discovery 
that oil obtainable from halibut livers by special 
methods of extraction contains far more Vitamin A 
and Vitamin D than does cod-liver oil. 

Parke-Davis Haliver Oil with Viosterol 250-D, 
is a combination of halibut liver oil with irradiated 
ergosterol, the proportions so adjusted as to make 
the Vitamin A content sixty times that of stand- 
ardized cod-liver oil, and its Vitamin D potency that 
of Viosterol 250-D. 


1 minim equals 1 teaspoonful of cod-liver oil 


Packages: 5c. vial, with dropper 
3 minim capsules, 25 in package 


PARKE, DAVIS & CO. 


The World’s Largest Makers of Pharmaceutical and Biological Products 
Attend Dallas Southern Clinical Society meeting, Dallas, Texas, March 28 to April 2, 1932 
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Announcing 


PARKE-DAVGG 


HALIVER OIL * 


WITH 


VIOSTEROL - 250 D 


Sixty Times the Vitamin A Potency 
of Cod-Liver Oil 


This new product is the result of a recent discovery 
that oil obtainable from halibut livers by special 
methods of extraction contains far more Vitamin A 
and Vitamin D than does cod-liver oil. 

Parke-Davis Haliver Oil with Viosterol 250-D, 
is a combination of halibut liver oil with irradiated 
ergosterol, the proportions so adjusted as to make 
the Vitamin A content sixty times that of stand- 
ardized cod-liver oil, and its Vitamin D potency that 
of Viosterol 250-D. 


1 minim equals 1 teaspoonful of cod-liver oil 


Packages: 5 cc. vial, with dropper 
3 minim capsules, 25 in package 


PARKE, DAVIS & CO. 


The World’s Largest Makers of Pharmaceutical and Biological Products 


Attend Dallas Southern Clinical Society meeting, Dallas, Texas, March 28 to April 2, 1932 


2 
is 
5 
| 
: 
“4 
A. 
2 
= 
4 
: 
= 


